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RATED FIRST 
FOR TRANQUILIZING EFFECT’ 


IN HOSPITALIZED PSYCHIATRIC PATIENTS, Miltown has demonstrated great 
usefulness in relieving anxiety and tension.) 

In tranquilizing effect Miltown has been found superior to phenothiazine 
derivatives and Rauwolfia products.’ However, its anti-psychotic effect is less 
pronounced than that of the other drugs." 

On the other hand, combined with an effective anti-psychotic preparation, 
Miltown becomes “extremely valuable in alleviating the overactivity, tension, 
excitement and anxiety of the psychotic.” 

An added advantage of Miltown is relaxation of skeletal muscle, not 
obtained with most other tranquilizers. 


References: 1, Barsa, J. A.: Am. J. Psychiat. 115:79, July 1958. 2. Graffagnino, P. N., Friel, P. B. and Zeller, W. W.: 
Connecticut M. J. 21:1047, Dec. 1957. 3. Hollister, L. E., Elkins, H., Hiler, E. G. and St. Pierre, R.: Ann. New York 
Acad. Sc. 67:789, May 9, 1957. 4. Pennington, V. M.: Am. J. Psychiat. 114:257, Sept. 1957. 5. Tucker, K. and 
Wilensky, H.: Am. J. Psychiat. 113:698, Feb. 1957. 


Available in 400 mg. scored and 200 mg. 
sugar-coated tablets. Also available as 
MEPROSPAN* (200 mg. meprobamate 1 i ) 
continuous release capsules). TRADE-MARK 


meprobamate (Wallace) 


°WALLACE LABORATORIES, 
New Brunswick, N. J. 
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INFORMATION FOR CONTRIBUTORS 


/Manuscripts—The original manuscripts of papers read at the annual meetings of the Association 
should be deposited with the Secretary during the meetings, or sent to the New York office 
promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JouRNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at other 
meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of the paper. They must be 
prepared in conformity with the general style of The American Journal of Psychiatry. Retain 
a carbon copy of manuscript and duplicates of tables, figures, etc., for use should the originals 
be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, others 
collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer’s costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wherever 
possible, drawings and charts should be made with India ink for photographic reproduction as 
zinc etchings. Photographs for halftone reproduction should be glossy prints. Illustrations should 
be as small as possible without sacrificing important detail. Redrawing or preparing illustrations 
to make them suitable for photographic reproduction will be charged to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $7.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed on separate sheets. Tables are much more expensive to set than text 
material and should be used only where necessary to clarify important points. Authors will be 
asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 

1. Vander Veer, A. H., and Reese, H. H.: Am. J. Psychiat., 95 : 271, Sept. 1938. 
2. Hess, W. R. : Diencephalon. New York : Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions $12.50 ; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. Copyright 1958 by The American Psychiatric Association. 


Office of Publication, 10 Allen St., P.O. Box 832, Hanover, N. H. 


Business communications, remittances and subscriptions should be addressed to The Ameri- 
can Psychiatric Association, 10 Allen St., P.O. Box 832, Hanover, N. H., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Second class postage paid at Hanover, New Hampshire. 
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HELP PSYCHIATRIC PATIENTS TALK 


sharpened in as little as - = five minutes. 


",..it has been found most valuable in helping the 
patient to express himself during psychotherapeutic 


interviews.’ 


PARENTERAL 


DOSAGE: 10 to 20 mg. intramuscularly, 
10 to 15 minutes before interview hydrochloride 
(methylphenidate hydrochloride CIBA) 


SUPPLIED: Multiple-dose Vials, 10 mi., 
each vial containing 100 mg. Ritalin hydro- 
chloride in lyophilized form, accompanied 
by a 10-ml. vial of sterile solvent. 

ALSO AVAILABLE: Oral Ritalin in tablets 
of 5, 10 and 20 mg. 


“Waggoner, R. W.: Personal communication. 


CIBA 


SUMMIT, N. J. 
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New Parenteral Ritalin helps patients to verbalize and : 
Mh makes them more cooperative. Onset q 
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Now in one instrument... ¢ in 
a safe, soothing high frequency idle 
current for painless sedation 
without drugs and a powerful 

convulsive current at the 

very least as efficient 

as the strongest AC machine, 

but with increased safety 

due to automatically 

reduced side effects. 


MODEL SOS 
REITER SEDAC-S TIMULA TOR 


Now with Model SOS, Reiter SedAc- 
Stimulator, sedative and convulsive 
therapies may be given with one ma- 
chine. A one knob control with a safety 
spring lock permits simple transition 
from sedative to convulsive currents. 


In ECT, the significantly increased 
efficiency of the Reiter unidirectional 
current offers greater therapeutic and 
convulsive effectiveness. 


Patients may be treated so they are 
quickly clear and bright following 
treatment ... apnea, thrust, agitation 
and confusion are notably minimized. 


The Reiter SedAc current establishes 
better transference ... patients fears 
are relaxed ...they become com- 
municative. 


Anxious aversion to EST is greatly 
minimized by application of the 
SedAc current prior to treatment. Only 
the gentle SedAc stimulation is 
remembered. 


Literature available on request. 
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MODEL SOS PROVIDES FOR: 


CONVULSIVE THERAPY 
maximum convulsive and 
therapeutic efficiency 


NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 


FOCAL TREATMENT 
unilateral and bilateral 


MONO-POLAR TREATMENT 
non-convulsive or convulsive 


BARBITURATE COMA 
ym and other respiratory problems 


MILD SEDAC 
without sedation 


DEEP SEDAC THERAPY 
with sedation 


PRE-CONVULSIVE SEDAC 
for anxious patients 
who resist EST 


POST-CONVULSION SEDAC 
for deep sleep 


| NEUROLOGICAL CONDITIONS 


| Model SOS contains the Reiter uni- 
directional currents and three new 
SedAc ranges as part of the single 
selector control. Model S is available 
without the SedAc ‘current (may be 
used with separate SedAc attach- 
ment). The SedAc is also available 
as a self-powered instrument. 


REUBEN REITER, Se.D 


64 WEST 48th STREET, 
NEW YORK 36, N.Y. 
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For the epileptic, 
travel 


meaning 


of freedom 
in eprlepsy 


ANTICONVULSANTS BY ABBOTT 


PEGANONE!’ 4 hydantoin of exceptionally low toxicity for grand mal and 
(Ethotoin, Abbott) —sAsychomotor seizures. 


PHENURONE?® Often effective where other therapy fails in grand mal, petit mal, 
(Phenacemide, Abbott) psychomotor and mixed seizures. 


GEMONIL® Relatively non-toxic, for grand mal, petit mal, myoclonic and mixed seizures 
(Metnarbital, Abbott) syim ptomatic of organic brain damage. 


TRIDIONE? (Trimethadione, Abbott) Homologous agents for symptomatic control of petit mal, 
PARADIONE! (Paramethadione, Abbott) myoclonic and akinetic seizures. 


Vill 


A 
‘means many things: he can w 
friends and family without fear. T =e 
for its treatn ent. A major role in thi a¢ 
Presented lilies tive distinauishe drugs, 
Presented here are five distinguished anticony 
the pileptic the most precious 
| 
— 
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MINIMIZE HAZARDS 
of E.C.T. 


Chloride brand Succinylcholine Chloride 


removes practically all 
the previous risks inherent 
in the treatment. 


9916 


Confirming the contribution of ‘Anectine’ to safe E.C.T. therapy: 


Brody, J. I. and Bellet, S.: Am.J.M.Sc. 233:40 (Jan.) 1957. 
Impastato, D. J. and Gabriel, A. R.: Dis.Nerv.System 18:334 (Jan.) 1957. 
Impastato, D. J. and Berg, S.: Am.J.Psychiat. 112:893 (May) 1956. 
Buckley, R. W. and Richards, W. L.: Ohio State M.J. 52:481 (May) 1956. 
Lewis, W. H., Jr.: Dis.Nery.System 17:81 (Mar.) 1956. 
Moore, D. C. and Bridenbaugh, L. D., Jr.: Anesthesiology 17:212 (Jan.) 1956. 
Jacoby, J., et al.: J.Clin.& Exper.Psychopathol. 16:265 (Dec.) 1955. 
Newbury, C. L. and Etter, L. E.: A.M.A.Arch.Neurol.& Psychiat. 74:472 ( Nov.) 1955, 
Newbury, C. L. and Etter, L. E.: /bid. 74:479 (Nov.) 1955. 
10. Impastato, D. J.: J.M.Soc.New Jersey 52:528 (Oct.) 1955. 
11. Lincoln, J. R. and Broggi, F. S.: New England J.Med. 253:546 (Sept.) 1955. 
12. Tucker, W. I., Fleming, R., and Raeder, O.: /bid. 253 :451 (Sept.) 1955. 
13. Rietman, H. J. and Delgado, E.: Dis.Nerv.System 16:237 (Aug.) 1955. 
14. Lewis, W. H., Richardson, D. J., and Gahagan, L. H.: New England J.Med. 252:1016 (June) 1955. 
15. Glover, B. H. and Roisum, B. H.: J.Nerv.& Ment.Dis. 120:358 (Nov.-Dec.) 1954. 
16. Saltzman, C., Konikov, W., and Relyea, R. P.: Dis.Nerv.System 16:153 (May) 1955. 
17. Robie, T. R.: J.M.Soc.New Jersey 52:82 (Feb.) 1955, 
18. Schiele, B. C. and Margolis, P. M.: Minnesota Med. 38:1 (Jan.) 1955. 
19. Wilson, W. P., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:550 (Nov.) 1954. 
20. Steven, R. J. M., et al.: Anesthesiology 15:623 (Nov.) 1954. 
21. Holt, W. L., Jr.: New York State J.Med. 54:1918 (July) 1954. 
22. Holmberg, G., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:73 (July) 1954. 
23. Dewald, P. A., Margolis, N. M., and Weiner, H.: J.A.M.A. 154:981 (Mar.) 1954. 
24. Wilson, W. P. and Nowill, W. K.: A.M.A.Arch.Neurol.& Psychiat. 71:122 (Jan.) 1954. 
25. Moss, B. F., Jr., Thigpen, C. H., and Robinson, W. P.: Am.J.Psychiat. 109:895 (June) 1953. 
26. Holt, W. L., Jr., et al.: Confinia neurol. 13:313, 1953. 
27. Murray, N.: Texas Rep.Biol.& Med. 11:593, 1953. 
28. Murray, N.: Confinia neurol. 13:320, 1953. 
29. Alexander, L., Gilbert, I. E., and White, 8. E.: /bid. 13 :325, 1953. 
30. McDowell, D. H., Rahill, M. A., and Tyndall, J. A.: J Irish M.A. 31-240, 1952. 
‘ 31. Holmberg, G. and Thesleff, S.: Am.J.Psychiat. 108:842, 1952. 
32. Altschule, M. D. and Tillotson, K. J.: New England J.Med. 238:113 (Jan.) 1948. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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WHEN 
AMAN IS A 
DESERT... 
PLL. THE 
EMOTIONAL 
voip 


The sterile negativism of the schizophrenic, the paranoid 
and the senile can be reversed, as Pacatal helps 

restore more normal patterns of emotional response. Contact 
with withdrawn patients may be quickly re-established.!-3 


PACATAL * “normalizes” thinking and emotional responses 
* calms without ‘flattening’ —keeps patients alert 
* elevates the mood instead of sedating the patient 
complete literature available on request 


References 

1. Braun, M.: Am. J. Psychiat. 113:838 (March) 1957. 2. Feldman, P. E.: 
Am. J. Psychiat. 114:143 (Aug.) 1957. 3. Hutchinson, J. T.: Paper presented, 
American Psychiatric Association, Philadelphia, Pa., November 16, 1956. 
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effective in withdrawn, apathetic schizophrenics 


effective in chronic patients refractory to 
other therapies 


marked beneficial effect on delusions 
and hallucinations 


fast therapeutic responses at low doses 


inherent long action 


is 


STELAZINE 


for treatment of chronic and 
withdrawn schizophrenics 


‘Stelazine’ is the first psychopharmacologic agent 
to be effective in significant numbers of chronic 
and withdrawn schizophrenic patients. 


Prime candidates for ‘Stelazine’ therapy are the 
“back-ward,” withdrawn patients for whom drug 
therapy has been abandoned or perhaps never 
attempted. Clinical studies have demonstrated 
that on ‘Stelazine’ therapy these patients become 
alert, communicative, sociable and responsive to 
the therapeutic milieu. Many appear to be bene- 
ficially motivated, and for the first time show an 
interest in leaving the hospital. 


It is Stelazine’s effectiveness in these patients 
that has set it apart from other psychopharma- 
cologic agents. Withdrawal should be consid- 
ered an indication, rather than a contraindica- 
tion, for ‘Stelazine’. Moreover, chronicity and 
failure to respond to other drugs are good reasons 
for a clinical trial. 


We are convinced that once you have tried 
‘Stelazine’ in your chronic and withdrawn pa- 
tients you will find that this drug is truly a 
different and very important addition to your 
armamentarium. 


Smith Kline & French Laboratories 
Philadelphia 
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ADMINISTRATION AND DOSAGE 
OF ‘STELAZINE’ 


‘Stelazine’ dosage must be adjusted to the severity of the 
condition and to the response of the individual. Dosage 
should be titrated carefully in order to achieve maximum 
therapeutic effect with the lowest possible dose. 


‘Stelazine’ is intended for use only in patients who are 
either hospitalized or under adequate supervision. As 
yet, dosage has not been established for children under 
12 years of age. 


Oral 


The usual starting dose is 2 mg. t.i.d., but many patients can 
be started satisfactorily on 5 mg.b.i.d. (Small or emaciated 
patients should always be started on the lower dosage.) 


The majority of patients will show optimum response on 
5 mg. t.i.d. or 10 mg. b.i.d., although a few may require 
30 mg. a day or more. Optimum therapeutic dosage levels 
should be reached within 2 or 3 weeks after the start 
of therapy. 

When maximum therapeutic response is achieved, dosage 
may be reduced to a satisfactory maintenance level. Be- 
cause ‘Stelazine’ is inherently long-acting, maintenance 
doses can be administered b.i.d. 


Intramuscular (for rapid control within hours) 

The usual dose is 1 mg. to 2 mg. (% cc.—1 cc.) by deep 
intramuscular injection every 4 to 6 hours, as needed. More 
than 6 mg. within 24 hours is rarely necessary. As soon 
as a satisfactory response is observed, oral medication 
should be substituted at the same dosage level or slightly 
higher. If motor restlessness or jitteriness occurs, the 


dosage should not be increased. See “Side Effects” below. 


Only in very exceptional cases should dosage of ‘Stelazine’ 
Injection exceed 10 mg. within a 24-hour period. Since 
‘Stelazine’ has a relatively long duration of action, injections 
should not be made at intervals of less than 4 hours be- 
cause of the possibility of an excessive cumulative effect. 


‘Stelazine’ Injection has been exceptionally well tolerated; 
pain and induration at the site of injection have not 


been reported. 
SIDE EFFECTS 


Clinical experience has shown that when side effects 
occur, their appearance is usually restricted to the first 
2 or 3 weeks of therapy. After this initial period, they 
appear infrequently even in the course of prolonged 
therapy. Termination of ‘Stelazine’ therapy because of 
side effects is rarely necessary. 


Extrapyramidal symptoms 

Extrapyramidal symptoms are seen in a significant number 
of patients given ‘Stelazine’. These symptoms may resem- 
ble Parkinsonism or be of the dystonic type. The muscles 
of the face and shoulder girdle may be selectively involved. 
Symptoms observed have included: spasm of the neck 
muscles, extensor rigidity of back muscles, carpopedal 
spasm, oculogyric crisis, trismus and swallowing diffi- 


culty. Occasionally, there may be elements of excitement 
and increased suggestibility. 

Despite some similarity to symptoms of serious neurologic 
disorders, these extrapyramidal symptoms are reversible. 
They subside gradually—usually within 24 to 48 hours— 
when dosage is lowered or the drug temporarily discon- 
tinued. If desired, they may be more promptly controlled 
by the concomitant administration of anti-Parkinsonism 
agents. Severe dystonia has responded rapidly to intra- 
venous caffeine sodium benzoate. 


Akathisia (motor restlessness and turbulence) 
Some patients may experience an initial transient period 
of stimulation or jitteriness, chiefly characterized by motor 
restlessness and sometimes insomnia. These patients should 
be reassured that this effect is temporary and will dis- 
appear spontaneously. If this turbulent phase becomes too 
troublesome, reduction of dosage or the concomitant 
administration of small doses of phenobarbital or some 
other mild sedative may be helpful. 

At times, this effect may be strikingly similar to the 
original anxiety manifestations of the psychosis. Thus, it 
is important to identify these symptoms as a side effect, 
and to see to it that the dosage of ‘Stelazine’ is not in- 
creased until these symptoms have disappeared. 


Others 


Other side effects have been minor. Drowsiness has oc- 
curred but has been transient, usually disappearing in a 
day or two. There have been occasional cases of dizziness, 
muscular weakness, anorexia, rash, lactation and blurred 
vision. 

‘Stelazine’ is contraindicated in comatose states. For fur- 
ther information, see the S.K.F. literature. 


CHEMISTRY 
‘Stelazine’ is |-2-tri- 
fluoromethylphenothiazine dihydrochloride. 


62HCI 


AVAILABLE 


‘Stelazine’ Tablets: 2 mg., 5 mg. and 10 mg., in bottles of 
50 and Special Hospital Packages* of 1500. 


‘Stelazine’ Injection: 10 cc. Multiple dose vials (2 mg./cc.) 
in boxes of 1 and Special Hospital Packages* of 20. 


*Available only to non-profit and government hospitals. 


REFERENCES... Feldman, P.E.: An Evaluation of Trifluoperazine 
in Chronic Schizophrenia, in Trifluoperazine: Clinical and Pharmacological 
Aspects, Philadelphia, Lea & Febiger, 1958, pp. 87-97. 2. Goldman, D.: 
Clinical Experience with Trifluoperazine: Treatment of Psychotic States, 
ibid., pp._71-86. 3. Markey, H.: Patients with Chronic Schizophrenic Re- 
actions Treated with Trifluoperazine, sbid., pp. 150-155. 4. Kovitz, B.: 

anagement of Psychotic Tension Symptoms with Trifluoperazine: A 
Preliminary Report, sbid., pp. 144-149.5. Brooks, G.W.: Definitive Ataractic 

erapy in the Rehabilitation of Chronic Schizophrenic Patients: A Pre- 
liminary Report on the Use of Trifluoperazine, sbid., pp. 54-61. 6. Rudy, 
L.H.; Rinaldi, F.; Costa, E.; Himwich, H.E.; Tuteur, W., and Glotzer, J.: 
The Use of Trifluoperazine in the Treatment of Acute and Chronic Psy- 
chotic Patients, sbid., pp. 125-137. 7. Freyhan, F.A.: Occurrence and Manage- 
ment of Extrapyramidal Syndromes in Psychiatric Treatment with Tri- 
fluoperazine, ibid., pp. 195-205. 8. Kinross-Wright, V.J.: Trifluoperazine 
and Schizophrenia, sbid., pp.62-70. 9. Gunn, D.R.: The Role of Trifluopera- 
zine in the Treatment of Refractory Mental Patients, tbid., pp. 47-53. 
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Cardiovascular 
Disorders 


As an adjunct to appropriate specific 
treatment, EQuanit gives rapid, es- 
sential control of the psychic tensions 
that intensify and complicate cardiac 
and cardiovascular symptoms. ‘'On 
control ofthe emotional complications 
[with Equanit in 41 varied patients], 
treatment in every case was less in- 
tensive and prolonged than ordinarily 
would have been expected." 


1. Friedlander, H.S.: Am. J. Cardiol. 1:395 
(March) 1958. 


Wyeth Meprobamate 


(k) 
Philadelphia 1, Pa 


Relieves tension—mental and muscular 
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Twenty-eight acute schizophrenics received 
a combination of “Compazine’ and electro- 
convulsive therapy. Twenty-six showed 
marked improvement. Patients were calm 
and less apprehensive between treatments, 
and they were readily accessible for psycho- 
therapy. No episodes of vasomotor collapse 
occurred.! 


Compazine 


prochlorperazine, S.K.F. 


Available: Tablets, Spansule* sustained _re- 
lease capsules, Ampuls, Multiple dose vials, 
Syrup and Suppositories. 


Smith Kline & French 
Laboratories, Philadelphia 


. 1. Wilcox, F.: Dis. Nerv. System 19:104 (Apr.) 1958. 
*T.M. Reg. U.S. Pat. Off. 
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THE ACADEMIC LECTURE 
THE WAY AHEAD’ 


J. R. REES, M. D.? 


You fortunate people in North America 
who so often appear to have Sabbatical 
leaves may perhaps use those occasions to 
review the job, or even the many jobs, that 
you have been doing in the field of psychi- 
atry, in order to see in which direction you 
are going. I think that probably for all 
of us it is useful now and then to try to get 
a fresh perspective on our profession and 
our own personal involvement in it. We can 
imagine that the first man to travel in a 
satellite round the world will—if with ade- 
quate doses of tranquilising drugs, free 
from personal anxiety—get quite a different 
impression of life on the earth from that 
distance to any that he had before; and 
though we can’t quite do that, it is a good 
thing to try to stand some way off and get 
some new viewpoints on our particular 
small field which may give us some satis- 
faction or discontent, and which may oc- 
casionally lead on to the devising of new 
plans of action. 

It is a little more than 10 years: since 
World War II ended, and that unhappy 
affair gave a stimulus to the development 
of psychiatry, and certainly to the develop- 
ment of viewpoints about social psychiatry 
which had a certain freshness about them. 

Many of us were reviewing the progress 
in one particular facet of psychiatric 
thought and work last year in the Second 
International Congress of Psychiatry. 

It is just 50 years since Adolf Meyer and 
William A. White gave their professional 
backing and support to Clifford Beers in the 
Faculty Club at Yale, in founding the first 
Society for Mental Hygiene, to improve the 
lot of the insane. 

This is the 10th anniversary of the World 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Cal., 
May 12-16, 1958. 

2 Director, World Federation for Mental Health, 
19 Manchester St., London W. 1, England. 


Health Organisation of UN, which is dedi- 
cated to the concept of physical, mental 
and social well being, and the 10th birth- 
day is being celebrated at Minneapolis 13 
days from now. It is also the 10th anni- 
versary year of the founding of the World 
Federation for Mental Health, in which 
your Association played and has always 
maintained an extremely important role. 

Perhaps these various milestones give us 
some slightly added reason for asking what 
psychiatry is doing, what it should do differ- 
ently, if anything, and how it is fulfilling its 
scientific function as part of medicine 
(which is both a biological and a social 
science), and how we as psychiatrists are 
fitting in to the health pattern and to our 
social responsibilities as citizens of our own 
countries and members of the family of na- 
tions. These are some of the things I should 
like to look at. 

I remember that on the first visit I made 
to the United States in 1927, Dr. William L. 
Russell, who was then at Bloomingdale, 
took me very seriously to task because the 
Tavistock Clinic in London, where I was 
working, had added to its name the sub- 
title, “The Institute of Medical Psychology.” 
He thought that this was meaningless and 
a regressive action, but he was much more 
disturbed at my British tendency to use 
the word “psychotherapy” because, as he 
told me, he regarded psychotherapy as a lay 
word that should not be employed by any- 
body who practised or believed in psy- 
chiatry as a medical specialty. 

On the other hand, shortly after I re- 
turned to London, Lord Dawson, who was 
a very distinguished general physician, took 
me to task for speaking about psychiatry, 
because he thought that this was a rela- 
tively new word which had little meaning 
in medicine (in Britain of course), and he 
thought that psychiatrists should just be 
called “mental specialists” if they decided 
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to leave the term “alienist” behind. 

Clearly things move forward quite a lot 
and attitudes change, even in the short 
spell of any one man’s professional life. 

Because of my involvement with the 
World Federation for Mental Health (your 
Federation) I have been privileged in the 
last 10 or 11 years to travel in many coun- 
tries, where I have had brief glimpses of 
what is happening in our field of interest 
and have been able to meet and talk with 
many psychiatrists, with general physicians, 
with administrators and other people who 
are concerned with the medico-social prob- 
lems of mental sickness. We have no abso- 
lute criteria by which we can judge of 
progress and advance, and the medical his- 
torians in our field are constantly reminding 
us about our extremely progressive fore- 
fathers and their wisdom. On the other 
hand, my general judgment is that there is 
steady and marked progress in psychiatry 
and in the care of those who are sick, and in 
the development of more informed attitudes 
towards psychiatric illness in all its mani- 
festations. In every country there are black 
spots and there are splendidly progressive 
activities. As I meet and talk with psychi- 
atrists in their own countries, whether in 
the Americas or Asia, Africa, Europe, I am 
greatly impressed with the quality and wis- 
dom of the men I see at work who have 
chosen to develop their research and other 
interests in psychiatry, in psychosomatic 
medicine, in child psychiatry, or whatever 
other branch of work it may be. 

There are far more good and cheering 
centers to be seen in psychiatric practise 
the world over than there are depressing 
institutions. In many countries where one 
would perhaps not have expected to find 
good hospitals, these exist. They may be 
overcrowded—indeed they mostly are ; they 
are short of trained staff, but they are highly 
effective from the therapeutic angle and 
they are happy communities, a great en- 
couragement to any psychiatrist who visits 
them. Perhaps it is true that in some coun- 
tries, such as Costa Rica and Thailand, the 
excellent atmosphere and work of their 
mental hospitals comes about because they 
are, in fact, very much in the center of the 
cities, a part of the total community, and 
with no sense of isolation. The care, the in- 


terest, and personal respect given to pa- 
tients, the occupation for practically all of 
them, and the great humanity of the nurs- 
ing staff, play a large réle. 

This leads me to question first the whole 
concept that we have of the mental hospital. 

Our forefathers, not much more than a 
century ago, when they had outgrown the 
idea of Bedlam, arranged for custodial care 
of the mentally sick, and were mostly in- 
spired to build vast indestructible buildings 
of a somewhat prison-like type, as far away 
as might be from the places where they 
themselves or the patients lived. “Mental 
patients must be locked up” as distinct from 
those with physical illness. In most coun- 
tries of the world we still suffer from these 
massive buildings, for the destruction of 
which people have not sufficient funds and 
which it is almost impossible to modernise, 
and nearly equally difficult to humanise. 
The spirit inside these buildings has 
changed, though I always wonder whether 
in some of the enormous modern mental 
hospital buildings which tragically have 
been erected in a number of countries it is 
possible to avoid desocialising those who 
are sick. 

Change came about gradually and, 
hoping to escape the stigma of mental ill- 
ness, we deserted the good old words “re- 
treat” and “asylum” and did our best to 
make mental hospitals justify their name 
as hospitals. In the period of our life-time— 
that is, since the First World War ended— 
there have been enormous advances—better 
care, better trained and more numerous 
staff, both medical and nursing, have made 
the biggest impact on the situation, and the 
advent of a more understanding psycho- 
logical approach and of modern physical 
methods of treatment and of occupation 
have revolutionised the situation for about 
70 percent, I suppose, of the patients who 
come into mental hospitals. New develop- 
ments are being made and experiments in 
the granting of liberty to patients, the re- 
moval of locked doors and bars, with a score 
of other allied changes ; and these would 
appear certainly to make a great difference 
to the rapid recovery of patients, to the 
attitudes of patients to themselves, of doc- 
tors and nurses towards the patients, and of 
the community towards individual patients 
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and to mental illness in general. 

And yet I wonder sometimes whether 
in achieving these great advances (as they 
certainly are) we are perhaps rejoicing and 
being lulled into accepting without suffi- 
cient question the actual institutional basis 
and necessity of the mental hospital. It may 
be that separate mental hospitals as such 
should not exist, though obviously we have 
got a long way to go before we can provide 
adequate and more effective substitutes for 
them. I commend it to you as something 
at least worth thinking about. 

It was interesting to see that Governor 
Harriman of New York State in a message 
to the legislature last January began his 
report on mental health by saying, 


The past three years mark the most signi- 
ficant period in the history of mental hygiene— 
the beginnings of scientific control over the 
ravages of mental disease. For the first time, 
there has been a sustained downward trend 
in the population of our mental hospitals. For 
the first time, instead of the bleak prospect 
of ever-mounting human and economic toll, 
we can look forward to more frequent and 
more rapid recoveries, and eventually to a 
measure of prevention. 


This is cheering news and could be said 
in most countries of the world though per- 
haps in many places the period of marked 
improvement might be somewhat longer 
than the 3 years which Governor Harriman 
mentions. It seems to me clear that the use 
of physical methods in the years since the 
last war have done very much to improve 
the prognosis of psychiatric cases in men- 
tal hospitals and that the period of the large 
scale use of drugs to which presumably the 
report from New York State is referring has 
also done and will continue to do useful 
work. In a number of cases they have 
proved a very valuable tool in the hands 
of psychiatry. Nonetheless, as we look for- 
ward to shape our policies for the future, 
it seems to me that we should not be con- 
tent to leave the matter here. We shall al- 
ways need hospitals for psychiatric dis- 
orders and constant improvement and 
refinement of therapy, but in the good hos- 
pital there is much evidence that the gen-* 
era] atmosphere, the interest in and respect 
for patients which are displayed, are pos- 
sibly more important for the majority of 


patients than are the physical methods of 
treatment. 

A consultant visiting Sierra Leone re- 
cently and going through the records for 
many years back of the mental hospital 
there which has only rarely had a psychi- 
atrist attached to it, found the interesting 
fact that when there was a high level of 
kindly interest and care in the hospital, the 
recovery rate was as good as at times when 
in fact there was a psychiatrist working in 
the hospital. This was of course prior to 
the advent of modern treatment. 

Those of you who are familiar with the 
work carried on in industry by Elton Mayo 
and Rothlisberger, will recognise a similar- 
ity in the situation, since as you remember, 
they demonstrated that morale, and conse- 
quently production, went up simply as a 
result of extra interest being shown in the 
welfare of the workers. 

Clearly we need all of these approaches 
until we can develop still better lines or 
plans of attack on psychotic disorder. 

There are some interesting experiments 
going on in psychiatry. Lambo(1) in Wes- 
tern Nigeria, until a few months ago the 
only psychiatrist for 32 million people, hav- 
ing only a limited number of buildings 
available, adopted the day hospital plan 
that we owe to Cameron. Patients came 
from many places in Nigeria on condition 
that they brought a relative who would 
live with them and cook for them. They 
were boarded out in one of the 4 African 
villages which surrounded the day-hospital 
buildings, and a trained African mental 
nurse lived in each village to deal with any 
night emergencies. Spending their day in 
the hospital, the patients had every kind 
of treatment that was necessary with ex- 
cellent results and this method has been 
thought by some to be quite possibly a 
pattern which could be followed in many 
of the underprivileged countries. 

The even more striking work of Tigani 
el Mahi in the Sudan is probably familiar 
to you and illustrates the possibility of co- 
operation with and gradual education of 
the native healers, and the great value of 
outpatient treatment in the absence of 
special hospital beds. 

When one moves on to a further stage 
of psychiatric activity, it is interesting to 
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see in St. Thomas in the Virgin Islands, that 
all the psychiatric patients are cared for in 
a wing of the general hospital and move 
around as freely as ambulant patients in 
any other ward of the hospital. With a 
visiting psychiatrist coming once a week, 
until recently, they have during the last 2 
or 3 years not had to send any of their 
patients for more prolonged treatment on 
the mainland. One can record also the fact 
that in Ruanda Urundi which is a UN trust 
territory in the center of Africa, the whole 
of the psychiatric care for the territory is 
provided in one general hospital where 
there are as a rule 150 to 200 psychiatric 
patients with no locked doors, mixing as 
they wish with other patients in the hos- 
pital. This has’ been in operation for 
some years and is in every way a success. 

There is no need for me to speak, I think, 
of the open door hospitals in Britain be- 
cause you will have heard a good deal 
about them. There still is some opposition 
of course to the idea in Britain itself, but 
it seems to come primarily from those who 
have not had first-hand experience. There 
would appear to be something fundamental 
in this experiment which gives a great sense 
of liberty and leads to cooperation in treat- 
ment, which encourages people to seek 
treatment early as voluntary patients, which 
breaks down some of the old barriers which 
existed between patients and staff and re- 
moves most of the stigma which has till now 
attached to mental sickness. There seems 
little doubt that this has been a progressive 
experiment, especially where the hospital is 
closely integrated with the community serv- 
ices of the area. 

In thinking about the way ahead, I 
would, however, suggest that we might go 
still further. There may be this danger that 
the introduction of new physical methods 
of helping certain disorders and chemical 
methods of giving better control to patients 
and even the social and humane advantages 
of the open door system, may have the 
effect of stopping us challenging ourselves 
about the method of treating mental illness 
in special hospitals and institutions. In 
the past those who were mentally sick were 
regarded as constituting quite a different 
problem from those who were physically 
sick. Certainly the infectious should be 


isolated. The aged, the arthritics and other 
chronically sick persons were often located, 
in Britain at least, in the poor-law institu- 
tions. Psychiatric cases were locked up, and 
the scientific treatment of all patients 
tended to be confined to the physically 
sick in general hospitals. 

Gradually in many countries there is a 
movement towards closer links between the 
psychiatric units and the general hospitals, 
with greater emphasis upon outpatient 
treatment as opposed to inpatient care. Is 
this a good and wise move? In Denmark 
there has been since 1952 a commission 
which has been investigating the whole 
situation and planning of mental health 
facilities in that country. The report which 
has just come out(2) takes the line that the 
new mental hospitals which are needed 
shall be units of 350 beds as a maximum, 
with outpatient services, and that they 
should all be located alongside or joined 
with the provincial general hospitals of the 
area from which they draw their patients. 
The same plan is being suggested for coun- 
tries like Peru with an enormous rural 
problem. This would seem to be not only 
an economy in services and something 
which will simplify the nursing problems, 
but would appear to be a very progressive 
move away from the separation between 
mental and physical illness. 

In England, Carse(3) and his co-workers 
have recently described the first year’s re- 
sults of an interesting experiment in creat- 
ing a district mental health service around 
their mental hospital. They became con- 
vinced that outpatient treatment could do 
as much for a large proportion of their 
patients as hospitalisation in the over- 
crowded hospital. They picked the town 
of Worthing on the South Coast of England 
which was in the area from which they 
draw their patients and established a day 
hospital and outpatient service in the town. 
Following somewhat on the lines of Quer- 
ido in Amsterdam, they dealt in the first 
10 months with nearly 1200 patients. They 
paid over 1000 domiciliary visits to 432 
patients and gave appropriate treatment 
to those who needed it at the day hospital. 
Whilst the admission to the hospital from 
the other areas in their district increased 
by 4 per cent as one would expect with any 
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good mental hospital that provides early 
treatment, the admissions from the Worth- 
ing area diminished by 59 per cent. When 
necessary, admission of the patients to the 
hospital was simplified. They established 
close relationships: with the family doctors 
in the area, and their necessarily close con- 
tact with the families of patients increased, 
of course, the educational preventive work 
that is associated with such service. 

They record a reduction of 46.9 per cent 
of admissions of elderly patients who are 
normally reluctant to enter a hospital. This 
work at Worthing was carried out by the 
whole-time work of two psychiatrists and 
the half-time of one other, with a small 
nursing and social work group. They were, 
of course, members of the hospital staff. 
In consequence, it is not surprising that 
this hospital is planning to extend the same 
method of outpatient service to the other 
parts of its area. This seems to suggest yet 
a further advance towards our goal of the 
most rational, effective and economical care 
and treatment for that section of the popu- 
lation for which we have responsibility. 

There is one further idea to which I 
would like to call your attention. At present 
one should perhaps call it a fantasy or a 
plan, but nonetheless it seems to me to be 
significant. McKeown, the Professor of So- 
cial Medicine in Birmingham, England, has 
recently made a study(4) of all the hospital 
population, except mental defectives, in the 
Birmingham area. He has suggested the 
possibility in the future of ignoring all 
differentiations between the actual symp- 
toms of illness, and that all those who need 
hospital care should be grouped in one 
hospital center with four divisions. 

The first and most elaborate would be 
for those who needed all the facilities of a 
hospital, with surgical, medical and skilled 
nursing care ; the second would be for those 
whose condition did not demand full hos- 
pital facilities, but chiefly simple nursing 
without any mental supervision ; the third 
would be for those who again needed 
limited facilities, but would need some 
supervision or simple nursing because of 
their mental state ; the fourth would be for 
those who must remain in the hospital 
chiefly for social reasons, and these would 


clearly be mostly geriatric, psychiatric or 
arthritic cases. 

This scheme which has been set out by 
McKeown would seem to be worth much 
consideration especially where, as in newly 
developed countries, hospital building has 
still to be undertaken. It would avoid in 
large measure the differentiation between 
the physically sick and the mentally sick. 
We can never forget the biological basis 
of all symptoms and thoughts, and that we 
produce through psychotherapy more 
subtle, delicate and long-lasting changes 
than we are likely to produce by drugs. 
Fremont-Smith has often talked, most wise- 
ly, of the “physiology of interpersonal re- 
lationships”. This plan would also obviate 
the difficulties of getting adequate medical 
and nursing for long term chronic patients 
whether physical, mental, or geriatric, since 
the staff would rotate as between long stay 
patients and the acute cases. It would cen- 
tralize both the surgical and laboratory fa- 
cilities and therefore be an economy. If a 
significant diminution of one part or other 
of the hospital population occurred, as we 
hope may be the case as knowledge in- 
creases, the buildings would be available 
for other purposes. McKeown points out 
further that research would be encouraged 
since those who are concerned and com- 
petent to do research usually want to at- 
tack some problem with which they have 
become familiar and since they would un- 
der a scheme of this kind see psychiatric 
patients which they normally hardly do, 
the research interest might turn much more 
towards our field of concern. The education 
of the medical profession would obviously 
be simplified and in this way a major con- 
tribution might be made to the future care 
of psychiatric and many other rather neg- 
lected fields of medicine. 

It seemed to me in reading this article 
by McKeown a few weeks ago that this 
suggestion should most certainly be given 
much consideration. It would be revolu- 
tionary and no doubt would be resisted by 
some of our colleagues in other branches 
of medicine, but it is in line with enlight- 
ened thinking. It might be a pity if we 
were to allow the great advances in mental 
hospital treatment which are going on to 
blind us to the possibility of schemes of this 
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kind. No doubt we should have to expect 
that there would be opposition from vested 
interests even in our own profession. Some 
of those who have dedicated themselves to 
the care of leprosy in leprosaria are oppo- 
nents of the schemes for getting those lepers 
who are cured, as so many are these days, 
back to their homes in their villages. It is 
said that the same is also true to a lesser 
extent of some of those who have for years 
been involved in the work of sanatoria for 
tuberculosis. 

Having looked at certain developments 
which might be possible in the treatment of 
the psychoses, let us look for a short time at 
the problem of prevention. We are not in 
a position as yet to do much about the pre- 
vention of psychosis. We need to know a 
lot more about the etiology of the neurotic 
conditions, but we do in fact know quite 
enough about these problems to under- 
take a good deal of prophylactic work. 

How can we advise our colleagues who 
work entirely by themselves or perhaps one 
other psychiatrist, in countries with 20 or 
30 million people, and who are aware of 
the rapidly mounting demand for treatment 
and the solution of psychological tensions? 
Are we to tell them that they must train 
the hundreds and thousands of doctors that 
they need, and then from that group train 
psychiatrists ; build great institutions and 
outpatient centres P 

It seems to me that inevitably the only 
answer to their problem is one of preven- 
tion. We have got to be able to help them 
by giving them proven basic principles 
which they can modify and apply for the 
work in their own countries. The British 
way of life or the American way of life can- 
not be grafted on to other cultures. We 
have always got to ask ourselves, in think- 
ing of our friends in under-privileged 
lands : What is the next realisable goal for 
this country or this community ? 

I think you will agree that psychiatrists, 
on the whole, have not learned as much as 
they might have done from the history of 
public health and preventive medicine. Ad- 
vances in prevention have had to be 
fought for by a few enthusiasts in the face 
of apathy and sometimes in the face of 
active opposition from clinicians. If we be- 
lieve that prophylaxis is the ultimate goal 


of medicine, then we need to plan our 
policies and look ahead to much greater 
development along the lines of public 
health. 

Burnet, the distingvished Australian vi- 
rologist, writing sometime ago on “The 
Future of Medical Research,”(5) points 
out that apart from the disappearance of 
infectious disease and gross malnutrition, 
the main changes in the medical scene in 
the last 100 years have been the provision 
of means to minimize physical or func- 
tional defects. “Spectacles, false teeth and 
hearing aids may be slightly comic, but 
they have probably done more for human 
happiness than any other application of 
medical science.” He then goes on to point 
out that the first and most important of 
the major medical problems which have 
not been effectively dealt with are those 
in our field of psychiatry and mental 
health. 

There have, of course, been advances 
here. In World War I, psychiatrists on both 
sides of the Atlantic were largely unpre- 
pared for the needs and opportunities that 
arose in wartime. The army of the United 
States, partly because it benefited, thanks to 
Thomas Salmon, from the experience of the 
French and the British, did very much bet- 
ter than either of its allies in that first war. 
In World War II the responsible authorities 
were caught again with their eyes closed, 
but yet as you know very considerable 
advances were made in our knowledge and 
understanding and much more was de- 
manded of psychiatrists. We learned a 
great deal though we no doubt made many 
mistakes. Social psychiatry began to come 
into its own and furthermore many psy- 
chiatrists realised more than they had done 
previously that cooperation with psychol- 
ogists, sociologists, educators, combatant 
officers and administrators was essential. 
It must always be so in any preventive 
activity or work for better health. Psychi- 
atrists, therefore, were able to put their 
clinical experience into the pool of common 
knowledge to great advantage. After the 
war a certain reaction set in, both in this 
country and Britain and in France, for 
many academic psychiatrists felt strongly 
that the task of psychiatry should be lim- 
ited to the investigation of etiology and the 
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treatment of mental disease. Prophylactic 
work was unscientific. Fortunately, there 
have been quite enough academic workers 
of high scientific standing who have given 
their support and interest to the develop- 
ment of preventive work in this field. The 
work of the Mental Health Section of the 
World Health Organisation, of United Na- 
tions and of the World Federation for 
Mental Health has benefited greatly from 
their wisdom. 

Work for public health has drawn large- 
ly on scientific discovery. One might in- 
stance the science of nutrition which is 
based on physiology and biochemistry and 
which has made an important contribution 
to human well-being provided that cer- 
tain principles of human cultural behavior 
have been recognised in the propagation of 
healthy feeding practices. The control and 
eradication of communicable disease have 
made great advances where the knowledge 
of cultural anthropology has risen suffi- 
ciently far above the level of naive generali- 
zation. In the field of mental health we lag 
somewhat behind, partly because we have 
not had the training and outlook of those in 
public health. Human interpersonal rela- 
tionships between individuals, within small 
groups and families and in the larger so- 
ciety of man are what primarily concern 
those who are working in mental health. 
The techniques of the hospital pathologist 
and the biochemist do not make a very di- 
rect contribution and much psychological 
and analytical work with individuals is 
relatively inappropriate. Controlled obser- 
vation is impracticable because generally 
speaking it is only in the great disasters of 
mankind that control groups may be set up 
by circumstance. This really underlines the 
fact once more that we know too little and 
that not enough people are observing and 
producing research data. Clinical medicine 
had to pass through many decades of pains- 
taking but largely non-scientific descrip- 
tion of phenomena ; so did public health. 
Because of his recent centenary we have 
often been reminded of Dr. John Snow, 
who in the great cholera epidemic in Lon- 
don a hundred years ago backed his own 
observation of the epidemic and his feeling 
of certainty that somehow sewage and 
water supply were causative factors, in ad- 


vising the removal of the handle from the 
water pump in Broad Street in the center 
of London, thereby bringing to an end one 
very serious outbreak of cholera. The 
cholera vibrio had not at that time been 
discovered, of course. 

It is urgent that we get further valid 
evidence of the causal factors of anxiety 
and stress and neurotic breakdown. But 
while we do this it is equally urgent that we 
should try to utilize the very many things 
that all of us feel certain are true. 

When we ask ourselves whether social 
action of a useful kind in our field can be 
based on what we already know of the 
aetiology and psychopathology of various 
distressing psychiatric conditions, there are 
a number of matters which deserve our at- 
tention and are encouraging. 

All of us who have had to deal with 
children who have been the victims of a 
sexual assault realise that in many cases 
they suffer more from having to appear in 
court and ‘be questioned and grilled by de- 
fending counse] than they do from the 
actual assault episode. In Israel,(6) some 
3 or 4 years ago, realising this, on the in- 
stigation of the chief children’s judge of 
Israel, the Knesset or Parliament of Israel, 
passed a law that no child under 14 who 
had been assaulted sexually might appear 
in court. A small group of selected psy- 
chiatric social workers was appointed as 
child interrogators. One of them interviews 
each child, and being skilled at that work, 
no doubt does practically all the abreactive 
therapy that is necessary for most of these 
children. The PSW then appears in court 
to give evidence and to be questioned on 
behalf of the children. 

Naturally, the lawyers were doubtful 
about hearsay evidence of this kind—which 
they do not like—and for that reason a very 
careful check was kept. I was assured only 
a few months ago that no complaint of 
injustice done to the man concerned in 
the assault had so far been recognised. 

This in one way is only touching a small 
part of the problem of the prevention of 
psychiatric illness ; but if you think, from 
your experience, of the numbers of women 


“who through frigidity and other results of 


anxiety arising from an early sexual assault 
have been quite unable to make a success- 
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ful marriage, and whose tensions and in- 
hibitions have spread to their children, the 
problem is not inconsiderable, and a pro- 
phylactic measure of this kind assumes a 
significant importance. 

“Bowlbyism” is a new word that one 
hears applied in many countries to the 
heightened sense of insecurity and all the 
other characteristics which may result from 
a sense of rejection or lack of maternal love 
in small children. The monograph which 
Bowlby(7) produced for the World Health 
Organisation, in which he pulled together 
the most reliable pieces of research that he 
could find from this country, Europe and 
elsewhere, demonstrated that in many cases 
(not of course in all) small children under 
four were liable to serious consequences, 
which affected their physical as well as 
their emotional health if they had suffered 
the loss of the love of their mother or her 
surrogate in the early years. Work is con- 
tinuing to discover why some children are 
tough enough to avoid such ill effects, 
whilst others are markedly influenced by it. 

Nonetheless, this emphasis on the im- 
portance of continuous love and security 
has led to quite remarkable changes in the 
care of small children, both in their own 
homes and on occasions when they have 
to be removed to hospital. Groups of pedia- 
tricians have met and have made many 
suggestions about the adequate preparation 
of children for the experience of going to 
hospital. They and the nursing staffs in 
children’s wards and children’s hospitals 
have come to realise that security and the 
regular provision of love and maternal care 
for small children is in many cases more 
important than the exhibition of vitamins 
and other physical necessities. Constant 
visiting by parents has become a universal 
practice in a large proportion of children’s 
wards throughout the world, and whilst 
we shall have to wait quite a long time for 
an evaluation of these procedures, there is 
good reason to hope that there will be a 
diminution in psychiatric disability in the 
future. 

Experiments are being carried out in 
many places which give us the beginning 
of some confirmation of the value of these 
new procedures. In Bosnia, for example, 


there is a children’s hospital of 150 beds, 


with only 6 nurses who are occupied in 
various purely technical ways, the nursing 
being left to the mothers, who come in with 
the children, sometimes bringing other 
children of the family. A report of this 
experiment(8) indicates that in many 
cases where the mother was not able to 
come at first, the child’s progress has 
speeded up greatly when she was able to be 
in the hospital with him. And vice versa—if 
the mother has to leave, the child often has 
a setback, its fever perhaps recurs and the 
condition deteriorates. 

This is all quite apart from the benefit 
which results from mothers in a very 
primitive area learning something about 
modern child care, sanitation, and so on, 
which may affect the whole future of that 
particular home, and many other adjacent 
homes. 

In some pediatric hospitals in Britain, 
and I am sure in many other parts of the 
world, this experiment is being carried out 
also, under conditions which will allow for 
the accumulation of more scientific data. 
Up to date some of them at any rate indi- 
cate that they have evidence of the value of 
these procedures. 

Just as more well trained psychiatrists 
are needed to deal with the mentally sick so 
more psychiatric thought and interest is 
needed in the field of prophylaxis. I have 
sometimes wondered how far your North 
American problem of mental illness would 
change if 50 percent of the psychiatrists 
in general practice were to change their 
plan of life, and for 5 years devote them- 
selves to the work of the mental hospitals 
and of outpatient clinics. Perhaps we 
should deliberately set ourselves out to be 
more public health minded, training our- 
selves to think in terms of prevention, mak- 
ing far greater efforts to see that the edu- 
cation of gereral practitioners and other 
allied groups is carried forward in this 
field. There is little doubt, I think, that first 
aid psychiatry, the really preventive work, 
will in the future be mainly the responsi- 
bility of the family doctor and the public 
health nurse. Do we all do what we might 
to provide education for them ? 

As you probably know, it is decided by 
our Federation that in 1960 throughout 
the world we shall have many special ef- 
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forts being made in connection with World 
Mental Health Year. The national pro- 
grams will be designed to meet the felt 
needs of the countries concerned. In some 
countries clearly this will mean beginning 
from nothing. In countries like your own 
where you have an enormous number of 
ongoing projects, it may be more difficult 
to see just where extra effort can provide 
noticeable results. A national steering com- 
mittee representing member associations of 
the Federation in the U.S. is already giving 
serious consideration to this matter. 

The central objectives of World Mental 
Health Year will concern themselves with 
the beginning of careful studies in many 
countries of attitudes towards mental ill- 
ness and related problems, at a later stage 
leading on, one hopes, to studies of in- 
cidence of morbidity ; with the encourage- 
ment of more research in child develop- 
ment and its application to improving the 
psychological care of children and adoles- 
cents ; with improving the teaching of the 
principles of mental health in medical 
schools, teacher training colleges, schools 
of nursing and social work, and other pro- 
fessional groups ; with the study and ap- 
plication of human relations techniques in 
industry, which should help those coun- 
tries now in the process of industrialisation 
to avoid some of the mistakes made in 
older countries; and with the study and 
care for the problems of migrants, whether 
voluntary or involuntary, throughout the 
world. 

This is a rough formulation of the ob- 
jectives of World Mental Health Year as 
at present planned. In our thinking about 
the possible developments in the future 
many of us can add some wisdom about 
this particular project. This project in itself 
may be something to be fitted into our 
future plans. 

There is not just one way ahead. There 
are different people in psychiatry (as in 
the other related professions) with varying 
skills and outlook and clearly it is a mat- 
ter of individual choice as to what we set as 
our future goals or what we wish to be the 
future development of psychiatry. Some of 
you will feel that the therapy of a few in- 
dividual patients is for you the most im- 
portant goal. Others, fortunately, will wish 


to go on to fresh fields in research and 
teaching. Many of us, I think, may feel that 
public and community responsibility to our 
local, national and world interests demand 
that we shall come a little closer in our 
thinking to our colleagues in public heath 
who are now attempting to understand and 
eradicate the major disease scourges of the 
world, and we may find our own inclination 
moving in the direction of social psychi- 
atry, of research, and studies which can 
lead to social action through education or 
through legislation for the benefit of suc- 
ceeding generations. 

At this time in human history when sur- 
vival is at stake every man has a load of 
responsibility to carry and we psychiatrists 
have perhaps a heavier one than many 
others, because by our training and from 
our experience we see rather deeper into 
the stress, the tensions, the jealousies, the 
creeds, fears and unwisdom which bedevil 
mankind the world over. At times, when 
world problems and tensions look impos- 
sibly difficult, I remind myself of Oxen- 
stjerna, the great Chancellor of Sweden in 
the 17th century. His son had been offered 
a diplomatic post, but had refused it, saying 
that he did not know enough about the 
situation to be effective, and his father 
wrote him a charming letter, in which he 
said: “My son, you have no idea with 
what little wisdom the world is governed”. 
This is still true, and we have the responsi- 
bility of adding something to the sum total 
of wisdom that is available. Research, treat- 
ment and prevention are all needed. Pre- 
vention may be through treatment and 
through social action. All of these are 
equally challenging to us. 

We can learn from the past, but let us 
look out on the widening horizons—they 
are exciting. 

BIBLIOGRAPHY 

1. Lambo, T. Adeoye: B.M.J., 2: 1388, 
1956. 

2. Strémgren, Erik : Dan. Med. Bulletin, v. 
5: No. 1, 1-17, 1958. 

3. Carse, j., Panton, N. E:, and Watt, A. : 
Lancet, Jan. 4, 39-41, 1958. 

4. McKeown, Thomas : Lancet, Ap. 5, 701- 
704, 1958. 


| 
bad 
a 


490 THE ACADEMIC LECTURE 
5. Burnet, Sir McFarlane: The Future of 
Medical Research. Lancet, Jan. 17, 103-108, 


{ December 
7. Bowlby, John : Maternal Care and Men- 


tal Health. World Health Orgn : Monograph 
1953. 


6. Reifen, David : World Mental Health, 9, 
No. 2, May 1957. 


Series, 1951. 


8. Matic, Vojin: World Mental Health, 9, 
No. 3, Aug. 1957. 


~ 
- 
Ag 
= 
3 
‘ 
| 
‘ 
» 
= 


The opinion of Judge Bazelon in the case 
of Durham v. U. S., 94 App. D. C. 228, 214 
F. (2d) 862, throws in high relief the peren- 
nial problem of the extent to which mental 
abnormality should relieve from responsi- 
bility for crime. This has constantly been 
a subject for dispute. 

Unfortunately, the disputants do not 
approach the problem from the same point 
of view, using the same concepts and 
trained to the same orientation towards 
the requirements of society. The lawyer 
sees the question as one to be met within 
the framework of the legal procedures 
established for orderliness in human rela- 
tions. The psychiatrist, on the other hand, 
has a different sense of social responsibility. 
His approach is from the doctor-patient 
relationship—a personal relationship re- 
quiring only the diagnosis and treatment of 
a particular disorder of an individual. From 
his training and by reason of his profes- 
sional obligations he must necessarily be 
preoccupied with the patient and his dis- 
ease. This results in an attitude of solici- 
tude towards the person. The lawyer’s at- 
titude, however, is oriented towards the 
body social and the problems arising from 
friction in human relations. The solution of 
those problems cannot be varied in in- 
dividual cases without chaos in the ad- 
ministration of justice. 

The Law is not concerned with the 
question of whether or not the perpetra- 
tor of a crime committed a sin, violated 
a social custom or was responsible in the 
eyes of the sociologist, the preacher, or 
the psychiatrist, but only with whether or 
not he is guilty in the unanimous opinion 
of 12 jurors under established legal tests. 
When by that method he is found guilty, 
then, and not until then, guilt comes into 
existence. 

But what is the test for establishing 
guilt ? It is simply that guilt may be found 
by the jury to exist when, after finding 
that the crime was committed by the ac- 
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cused, they find that there was an intent 
to commit the crime. Therefore, if “there 
is a deficiency in will arising from a de- 
fective or vitiated understanding”—as 
Blackstone expressed it—there can be no 
intent, hence there can be no guilt. 

Whether it be the House of Lords’ elab- 
oration of that principle in pronouncing the 
M’Naghten rule in 1843,? the Supreme 
Court of New Hampshire’s oversimplifica- 
tion of it in the Pike case in 1870,' or 
Judge Bazelon’s reliance on medical testi- 
mony to reiterate it in the Durham case 
(supra) in July, 1954, since Blackstone 
first said it in 1763, there has been no 
change in the fundamental principle that 
a man cannot be held guilty for a crime 
when he lacked the mental capacity to 
form a criminal intent. The difficulty is 
to determine who it is that is going to 
decide the mental capacity and what form- 
ula or test is to be used in making the 
decision. 

While the problem is unchanged, we 
are told that the solution is now available. 
It is recognized that there have been 
great changes which, we like to think, con- 
stitute great advances and revealing pro- 
gress in psychiatry, so that there are now 
established the means of discovering the 
nature of man’s mental processes, his mo- 
tives and intents. We are urged, therefore, 
to give more heed to, if not to be guided 
entirely by, the opinion of expert wit- 
nesses testifying as to the accused’s ab- 
sence of criminal intent. But before doing 
so we should first ask: Is this increased 
medical knowledge anything more than a 
better understanding of the nature, symp- 
toms, cause and treatment of mental dis- 
orders ? Unless it is, it is not enough. Unless 
psychiatry has advanced beyond simple 
diagnoses and treatment and has entered 
the quasi-spiritual realm involving “guilt” 
and “blame”; unless there is unanimity 
among the psychiatrists and we can be 
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assured of the permanence of their findings, 
- present principles cannot be aban- 
oned 


We have been told that the M’Naghten 
tule is obsolete, being based on outmoded 
conceptions of human responsibility, and 
that modern psychiatry is now so fully 
equipped with adequate knowledge of the 
cause and motives of human conduct that 
the Law should update its tests so as to 
bring them abreast of modern scientific 
discoveries. 

It is submitted that this contention is 
specious for the simple reason that juris- 
prudence and medicine are not kindred 
sciences. The former deals with such im- 
ponderables as social customs and human 
behavior in relation thereto, the latter 
moves in the physical world where the 
truth can be ascertained by reliable tests. 
What is progress in the latter, arising from 
the discovery of new facts, might in the 
former constitute a dangerous abandon- 
ment of time-tested verities. 

Society as a whole and its individual 
members must be secure in their reliance 
upon established legal principles: the 
continuance of contractural rights and ob- 
ligations ; title to and rights of possession 
in property, and what constitutes a guilty 
act; else there would be chaotic uncer- 
tainty in human affairs. The Law would 
lose its meaning and value. Medicine, on 
the other hand, must ever advance to new 
horizons, seeking a better knowledge of 
the human mind and body and discarding 
outworn dogma based on assumptions 
which new discoveries have proven false. 
While the Law should not be static, it 
must be stable. Medicine should be neither. 

Medicine advances from scientific facts 
revealed by investigation, research and 
experiment. Advancement in jurisprudence, 
so far as substantive law is concerned, is 
entirely different. An attempt to discard 
established legal principles because of the 
discovery of new scientific facts would be 
comparable to abandoning certain rules 
setting forth what constitutes negligence in 
traffic accidents, which rules were estab- 
lished during horse and buggy days, mere- 
ly because high-powered automobiles have 
increased the frequency and danger of such 
accidents. What was a sound legal doc- 


trine in England in 1843 is no less sound in 
America in 1958, legal doctrines being 
based on human relations, not on scientific 
discoveries. 

But we are importuned to give con- 
sideration to the fact that modern psychi- 
atry has revealed that it is now known to 
be impossible to say whether an accused 
knew the nature and quality of his act. 
But, we might ask, who is it that can say 
so ? The psychiatrist will answer, “We, the 
expert witnesses.” To which the jurist re- 
plies, “It is not for you to say. It is for the 
jury.” Then comes the psychiatrist’s most 
frequent complaint: “How can the jury 
decide unless we, the experts, tell them ?” 
To which the jurist replies, “Without any 
trouble. They have done so for many 
hundreds of years with very satisfactory 
results.” For it is the jury that has the re- 
sponsibility of determining guilt or inno- 
cence, and in doing so they can believe 
or disbelieve the opinions of the psychi- 
atrist. 

The legal process would be nullified if 
the jury were required or even permitted 
to receive and be bound by, as though it 
were an irrefutable dictum, the opinion 
of an expert. That would, in effect, make 
the verdict the product of expert opinion, 
making the jurors themselves experts, vi- 
cariously ; whereas the essential and pri- 
mary qualifications of a jury are that it 
consist of ordinary men. 

The physician is understandably impa- 
tient with the Law’s lack of exactitude. He 
is accustomed to the precision of the physi- 
cal sciences. He is confused and has a 
feeling of frustration when he is asked to 
deal with such vague and incommensurable 
things as knowledge between right and 
wrong. Also, he wants to use technical 
terms of certainty and exact meaning : 
personality maladjustment, neuroses, schiz- 
ophrenia or manic-depressive—words hav- 
ing to him and others of his calling a more 
or less clearly defined meaning, but which 
would not have that or possibly any mean- 
ing to the jury. And it is in the jury room, 
not on the witness stand, that guilt or inno- 
cence is established. 

Whenever a witness, however expert he 
may be, presumes to invade the preroga- 
tive of the jury by giving his opinion, di- 
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rectly or by innuendo, of the guilt or 
innocence of the accused or his mental ca- 
pacity to have a criminal intent, he is pol- 
luting the fountain of justice. He is at- 
tempting to substitute his layman’s view 
of what he thinks the Law ought to be in 
the place of the legal wisdom accumulated 
over many centuries. Experience has proved 
that a witness’s sole function in the trial 
of a case must be to answer the questions 
propounded to him. It is presumptuous 
for him to divine why any particular in- 
formation might be needed. The attorney 
asking for it possibly needs it to fit into a 
larger pattern unrevealed to the witness. 
His testimony is just one thread in the 
tapestry being woven by the lawyer and 
whose design is unknown to others. 

The critical attitude of many psychi- 
atrists arises from the fact that the M’Nagh- 
ten rule requires a jury to determine a fact 
—guilt or innocence—from two imponder- 
ables : knowledge of the nature and qual- 
ity of the act and its companion imponder- 
able : knowledge of right and wrong. The 
inability of medical science to delineate a 
clear statement outlining either of these 
elements not only frustrates but seems to 
exasperate its writers on this subject. But 
the medical profession must be reconciled 
to the fact that such is the way of the 
Law in judicial procedures. The Law is 
accustomed to such imponderables. It has 
always dealt with them. 

Imponderables such as those involved 
in the M’Naghten rule constitute the very 
bone and sinew of the body of forensic 
law. To discard that rule would compel the 
abandonment of all similar rules and the 
body would become formless and without 
strength, and justice would falter and fail. 
It might be well to illustrate this statement 
with a few of the more familiar cases in 
which there is given to the jury a vague 
and abstract test, which would be baffling, 
if not meaningless, to the expert, but from 
which the jury determines the question of 
fact which it is its duty to decide. 

A jury is told to apply the test of what 
an ordinarily prudent man would do in 
like circumstances. From that imponder- 
able, on which every man’s mind might 
honestly differ, the jury decides the all- 
important fact of negligence and liability 


for large sums of money in damages re- 
sulting from automobile wrecks. With or 
without the aid of expert opinion, a jury 
must decide whether a person had a de- 
cided and rational desire in order to reach 
a verdict as to testamentary capacity. That 
difficult concept, “reasonable doubt,” is 
one of the most difficult and important 
matters our trial law requires of the jury. 
“Good cause”, “bad faith”, “a reasonable 
time”, are all imponderables on which juries 
render important verdicts based on their 
being found to exist. 

Indeed, the effectiveness of trial by jury 
is the assumption that 12 men can decide 
an issue of fact by using certain yardsticks 
which, from the very nature of the jury’s 
function, cannot themselves be facts but 
only guides by which the fact can be de- 
termined. The M’Naghten rule is such a 
yardstick, and with it the jury decides the 
fact of innocence or guilt. If the expert 
witness should be permitted to give not 
merely his opinion as to the capacity of 
the accused to know right or wrong, but 
his opinion that he could not have the 
intent to commit the crime, then such wit- 
ness would, in effect, be telling the jury 
that the accused was not guilty. That is 
beyond the scope of the witness's power 
and duty. A railroad engineer, testifying 
as an expert, cannot testify that, in his 
opinion, another engineer was negligent. 
He can only testify as to what that engi- 
neer could have done. Negligence is solely 
a matter for the jury to decide after hear- 
ing all evidence, including that of experts. 
And so is guilt. Only the jury can decide 
that question. 

Criticism of the restraint on medical ex- 
perts testifying in their own language is 
basically a criticism of permitting 12 in- 
expert laymen to decide a question which 
such critic feels should be left to the ex- 
perts. Such criticism is based on the belief 
that these experts, from their training and 
experience, know more about the subject at 
hand : the extent that a diseased mind is 
capable of forming a criminal intent. 

There is some validity to that criticism. 
When the question is not one of guilt but 
of mental capacity, the trial is by experts— 
a lunacy commission. But in that case the 
commission’s decision results, not in a man’s 
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receiving punishment, but in being com- 
mitted to an institution. These two trials 
involve two entirely different issues and 
must not be confused. When they are, 
there is the temptation to permit the jury 
to bring in a verdict which will at one time 
find the accused not guilty but sentence 
him to a mental institution. The man is to 
be found either guilty or not guilty. That 
is the only question to be decided in a 
criminal case where a man is tried by a 
jury of his peers. If the jury reaches its 
decision of not guilty because they find that 
his defense of insanity is valid, that is one 
of the secrets of the jury room. In order 
to uphold the integrity of the right of trial 
by jury, these secrets must remain undis- 
closed, so far as such disclosure might 
affect the verdict. There may be many de- 
fenses, of which insanity is only one. The 
fact that the verdict is that of “not guilty” 
is all that matters. Possibly different jurors 
had different reasons for voting as they did. 
For that reason, an acquittal of an accused 
who pleaded insanity cannot be the equiv- 
alent of finding the accused insane. There 
is a separate proceeding in the Law to 
determine that fact, and that very properly 
is decided by a panel of experts, psychi- 
atrists generally, who have the responsi- 
bility of determining, not guilt for a past 
act, but whether for the future protection 
of society an individual’s freedom should 
be restricted. 

From the earliest days, only a lay jury 
has been allowed to decide the question 
of guilt, and then only as defined by the 
Law. The psychiatrist is disqualified to 
serve as a juror and cannot act as a quasi- 
juror when testifying as an expert. This 
may make him feel that his scientific 
knowledge is not needed and that the ad- 
vances in medical knowledge are ignored. 
Possibly so, but there remain intact the 
legal principles which have been gradually 
developed through the centuries by which 
every protection is afforded a man charged 
with a crime so that he will have a fair 
trial, ard the greatest of these protections 
is the right of trial by a jury of non-experts. 

It is often said that a jury should not 
turn loose on society a man who has com- 
mitted a crime and has been acquitted 
because he is crazy. Such oversimplification 


makes it appear that a jury, in finding a 
man not guilty under a plea of insanity, has 
found that the accused was crazy. That is 
not so. It would be beyond the power and 
capacity of the jury so to find. It found only 
one thing: that the man was not guilty. 
If he is to be found to be insane, it will 
have to be in another proceeding, which, 
of course, can be commenced immediately 
after the trial and by any interested 
citizen. 

It is true that there is a considerable 
body of recently-enacted statute law giving 
the jury certain additional duties in crim- 
inal cases in which there is a plea of in- 
sanity. The lawmakers, in an effort to 
correct what appeared to them as a hiatus 
between the jury trial and the committal 
proceeding, have presumed to tamper 
with fundamental legal principles and 
have charged the jury with a responsibility 
which could be better handled by a panel 
of experts. 

It is rare that such palliatives are un- 
accompanied by unfortunate incidental 
consequences. In the instant situation, will 
there not result some deterioration in the 
independence of the deliberations of the 
jury, some lessening in the unbiased and 
uninfluenced approach the jury should 
have when they are to decide the medical 
fact of insanity as well as the legal fact 
of guilt? From the very nature of the 
former, they will be bound to accept un- 
critically the opinion of the expert. Will 
there not then be a dangerous tendency 
to confuse the two questions so that the 
jury will be equally docile in receiving the 
testimony of the expert on the question 
of guilt, and a man’s fate will be decided 
not by his peers but by the technical con- 
clusion reached by mysterious methods of 
a discipline which has never been known 
for stability or unquestioned certainty ? 

In determining the validity of a defense 
of insanity in order to determine the ques- 
tion of guilt, the jury is circumscribed by 
the law as given it in the judge’s charge, 
and the verdict must be within the frame- 
work of the law as it applies to the facts 
which have been found from the evidence. 
Under the M’Naghten rule, that framework 
is four-sided, rigid and well-braced on 
mitered corners. The jury, operating under 
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that rule, are restrained within definite 
limits. If, after hearing all the evidence, 
lay and professional, testimony as to the 
defendant’s previous conduct and the ex- 
pert opinion of psychiatrists, the jury 
reaches the decision that the accused falls 
within one of the two categories of the 
M’Naghten rule, they should find him not 
guilty. His defense of insanity will have 
been sustained. 

The psychiatrists condemn this method 
of deciding the validity of such defense. 
They point out the inadequacy of the 
test of the M’Naghten rule, contending, 
with reason from their viewpoint, that 
there is many a person who, though hav- 
ing committed a crime as a result of some 
mental or emotional abnormality, does not 
fall within the M’Naghten rule. They have 
been unable to unite on recommending 
any substitute for the M’Naghten rule 
short of the test established by the Durham 
case. For that reason, the decision in that 
case has been acclaimed by a substantial 
majority of those doctors who serve as 
witnesses in criminal cases. 

But let us examine the framework of 
law within which a jury must make their 
findings in a case tried under the doc- 
trine of the Durham case. It is a frame 
without rigidity or form and without any 
clearly defined limitations. It is no more 
of a frame than is a loop of rope and it 
has the flexibility of a rubber band. For 
what is a “mental disease” ? The testimony 
of an intimate friend as to the accused’s 
occasional eccentricities or his outbursts of 
temper would be sufficient to support a 
finding that he possessed a diseased mind, 
and it would not be difficult to present 
some evidence from which there could be 
a finding that the criminal act was a 
product of such diseased mind. 

The M’Naghten rule makes definite the 
type of mental abnormality the jury must 
find to exist in order to support the de- 
fense of insanity. Unless juries are going 
to be under a compulsion to acquit prac- 
tically every person brought to trial, there 
must be some similar clarification and limi- 
tation of the opinion in the Durham case. 
What is meant by the term, “mental dis- 
ease”, as used in that case ? Does it mean 
any variance from the norm ? If so, who is 


normal, especially when committing a 
crime ? If it is not any variance, how much 
of a variance ? And how is that variance 
going to be described in language for the 
jury to understand, so as to formulate 
therefrom a concept sufficiently definite to 
enable them to translate it into a verdict ? 
Will not this situation compel the courts 
to develop a definition of “mental dis- 
ease” in a form and in language that the 
jury will have no difficulty in understand- 
ing? Furthermore, when Judge Bazelon 
used the general word “disease”, did he 
use a word which the psychiatrist would 
use in the same sense on the witness 
stand ? Will not the definition which will 
finally evolve probably be somewhat simi- 
lar to, and possibly no better than, that in 
the M’Naghten rule ? Therefore why aban- 
don that rule? It was made not to con- 
form to the niceties and nuances of psy- 
chiatry but to be understood and applied 
by a jury. 

Varying and conflicting dogmas of dif- 
ferent schools of psychiatry change, but 
12 ordinary men remain the same through 
the centuries. And it is the latter, not the 
former, on whom the Law places the ulti- 
mate responsibility for deciding whether 
one of their fellow citizens should be pun- 
ished for his offenses. And is not the Law 
wise to have it that way ? If the Durham 
rule is carried to its logical conclusion, who 
could ever be found guilty if a defense of 
insanity were skillfully handled? Could 
not any act be attributed to some psy- 
chosis or neurosis, to some Freudian com- 
plex or early childhood frustration? And 
how far-reaching would be the conse- 
quences of such acquittals! Many more 
uncontrollable impulses would develop if 
swift and just punishment were no longer 
dreaded. The shoplifter would readily be- 
come the kleptomaniac. Today the “un- 
controllable impulse” of the latter is gen- 
erally pretty well controlled if the hot 
breath of the floorwalker is felt on the back 
of the neck of that poor unfortunate with 
the “mental disease” for acquiring other 
people’s property. Tomorrow, under the 
broad scope and flexibility of the Durham 
rule, all of the light-fingered gentry will 
be genuine kleptomaniacs, and as such 
will be uniformly acquitted ; that is, the 
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jury, under the court’s charge, will be 
under an obligation to acquit if they are 
convinced by the evidence that the accused 
had a “diseased” mind, and that will re- 
quire very little evidence. 

If the psychiatrist finds the M’Naghten 
rule too restrictive and expressed in a 
phraseology meaningless to him, and if 
the Bar finds the Durham rule too nebu- 
lous and vague, would it be possible to 
settle for the test set forth in the magnil- 
oquent and colorful language of Lord 
Erskine : “Was reason totally driven from 
her seat, or did distraction sit down upon 
it, along with her, and hold her trembling 
upon it, and frighten her from her pro- 
priety ?” 

The lawyers might find that acceptable. 
Not only is it phrased in a metaphorical 
style with which they are familiar and 
have found that despite, or maybe be- 
cause of, its famboyance it more adequately 
conveys certain concepts than the unimag- 
inative coldness of simple language ; but 
also, in discussing the subject of mental 
processes so far removed from the physi- 
cal world from which words take their 
meaning, there is a compelling need for 
figures of speech to convey adequately the 
thoughts that the eminent English jurist 
has here so well expressed. 

It is doubtful, however, if the medical 
profession will be agreeable to accepting 
Lord Erskine’s test as any improvement 
over M’Naghten’s. Maybe we find an im- 
passe between the two professions that 
cannot be eliminated. In its final analysis, 
this impasse seems to arise from the fact 
that the psychiatrist sees in the behavior of 
the individual some force which is beyond 
his conscious control and by which his 
conduct is determined ; whereas the Law, 
from the necessity of its function in main- 
taining order in human relations, must 
proceed on the assumption that a man has 
freedom of choice and that he knows the 
consequences of his acts. Unless the Law 
can proceed on that assumption, it would 
lack the certainty essential to the orderly 
management of Society, and the doctors 
must live with the Law as it is and as it 
will be changed and reinterpreted from 
time to time by the bench and bar. 

There is justified pride in the accom- 


plishments of psychiatry. Its advancement 
in the diagnosis, treatment and cure of 
mental diseases has brought light to those 
who sit in darkness ; and when by reason of 
greater knowledge of the cause of human 
behavior the psychiatrist will be able to 
testify in criminal cases to facts formerly 
unknown, he ‘will greatly assist juries in 
determining the question of guilt or inno- 
cence. Possibly he will boast, as did the 
lawyer in Gilbert and Sullivan’s Trial by 
Jury: 

Many a burglar I returned 

To his friends and his relations. 


The legal profession is necessarily grate- 
ful for any increase in human knowledge 
which will be available to present as evi- 
dence to a jury in criminal cases. But the 
possessors of such knowledge, when testi- 
fying, must not expect and should not 
desire that their statements be accepted 
without question until such knowledge has 
been so firmly established and conclusively 
proven that there are no persons holding 
contradictory views. But even though that 
time should come, the question of guilt will 
still be a question of fact to be decided by 
12 ordinary men. As G. K. Chesteron wrote 
in one of his essays : 


Our civilization has decided, and very justly 
decided, that determining the guilt or inno- 
cence of men is a thing too important to be 
trusted to trained men. If it wishes for light 
upon that awful matter, it asks men who 
know no more law than I know, but who can 
feel the things I felt in the jury box. When it 
wants a library catalogued, or the solar sys- 
tem discovered, or any trifle of that kind, it 
uses up its specialists. But when it wishes 
anything done which is really serious, it col- 
lects 12 of the ordinary men standing around. 
The same thing was done, if I remember right, 
by the Founder of Christianity. 

(“The Twelve Men”, in Tremendous Trifles. ) 


It is difficult to believe that the twentieth 
century, regardless of its great advances 
in science, will witness the abandonment 
of an institution which for over 7 centuries 
has safeguarded the rights of the indi- 
vidual. But there will be an impairment 
of that ancient institution if the power of 
determining innocence or guilt is arrogated 
by experts, leaving to the jury only the 
formality of returning the verdict. How- 
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ever, it is hoped that those who serve as 
expert witnesses will, with all others who 
value that institution, practice eternal vigi- 
lance to prevent its impairment, so that 
the medical profession, joining the legal 


profession, each respecting and striving to 
understand the viewpoint of the other, will 
endeavor to reach the common goal of all 
professional men : the good of society and 
each member thereof. 
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SOME CONSIDERATIONS REGARDING BASIC MECHANISMS OF 
POSITIVE AND NEGATIVE TYPES OF MOTIVATIONS * 


JOHN C. LILLY, M. D.? 


Over mary years, some portions of the 
brain have been found which are intensely 
involved in the primitive, basic, motivating, 
moving, emotional states. Pioneer work by 
Sherrington, Cannon, Bard, Hess, Masser- 
man, Ranson, Magoun and others demon- 
strates that there are zones of the brain 
which when stimulated evoke dramatically 
violent responses and others where more 
subtle, less understood, milder, less dra- 
matic, more pleasure-like responses are 
evoked. However, a sharp and clear opera- 
tional separation between these two classes 
of responses was not made until recently ; 
the regions giving such responses are now 
separated as two distinct sets by using elec- 
trical stimuli placed in the brain ; in such 
regions such electrical stimulation is found 
to function as a motive in behavioral learn- 
ing situations. Through the work of Olds 
and Milner(1); Delgado, Rosvold, and 
Looney(2) ; Delgado, Roberts, and Miller 
(3); Cohen, Brown, and Brown(4) ; Brady, 
Sidman et al.(5) ; and that in our labora- 
tory(16) the picture of two kinds of power- 
ful “motivational” brain systems has de- 
veloped rapidly : The first kind functions as 
if a reward and the second as if a punish- 
ment to the learning and learned animal, 
i.e., motivationally positive and negative 
systems. 

Each kind of system exists side by side 
with the other within very small regions in 
the midline deep subcortical structures in- 
cluding the hypothalamus and the mid- 
brain. Our results from mapping such 
regions of the brain demonstrate that most 
if not all of the systems previously des- 
cribed which powerfully change an ani- 
mal’s total behavior fall into one or the 
other of these systems. 

To find such systems one may follow the 
lead of two groups of investigators : Olds 


1 Read at the 17th annual dinner of the Devereux 
Foundation held during the 114th annual meeting of 
The American Psychiatric Association, San Francisco, 
Cal., May 12-16, 1958. 

2 National Inst. of Mental Health, Bethesda 14, 
Md. 


498 


and Milner(1) showed that a rat could be 
trained to switch on short trains of electric 
stimuli in certain parts of its own brain ; 
Delgado, Roberts, and Miller(2) showed 
that a cat could be trained to climb a 
wheel to switch off electrical stimulation 
started by the observer in other small zones 
in its brain and in the “painful” zones of 
the periphery. Using such techniques, 
Brady et al. demonstrated that the first, 
the rewarding effect, could be found in a 
monkey. We demonstrated that both re- 
warding and punishing could be found and 
mapped in the monkey in great detail(16) ; 
and, recently, we have found both effects 
in another larger mammal, the dolphin of 
our southern coastal waters. 

For a time we were surprised to find in 
the monkey that the positive, pleasure-like, 
motivating-to-start-stimuli systems were so 
large, and the fear, pain-like, motivating- 
to-stop systems were so small. But when 
one sees the very powerful effects of 
stimulating the relatively small negative 
systems, one can understand that this kind 
of system may be quite large enough to 
fulfill its extremely high priority stop, 
escape, or avoidance functions. When one 
sees the fearful, down-hill, sickening, de- 
structive effects of continued stimulation of 
the negative systems in an animal one is 
reluctant to say that they need be any 
larger. 

The positive, start, approach systems in 
the monkey are relatively very large, oc- 
curring in certain zones as a proximate 
twin with the negative ones, and also 
occurring in other regions possibly without 
its twin such as in the corpora striata. Re- 
ciprocal relations and balanced activity of 
positive and negative motives seem to be 
assured structurally in the deep powerful 
midline systems, and something of the 
positive aspect may be in excess for other 
regions. Such other regions include func- 
tions like sexual ones, which we find to be 
both motivationally positive and negative. 
We find alternation over short time inter- 
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vals between the two opposite effects in 
the monkey, i.e., he will first start such 
romantic activities then stop them within 
a period of minutes again and again for a 
disgraceful number of hours(48). This 
system seems to be at that very demanding 
primitive level that requires mutual reci- 
procity between a starting motive and a 
stopping one to preserve the individual's 
integrity. 

The other positive functions for the 
larger amounts of tissue seem to be con- 
nected with relatively uncharged innocuous 
prosaic everyday non-romantic activities ; 
in a monkey this may be searching for food, 
grooming, chattering, etc. In the human 
animal it may be writing and talking—in- 
cluding giving speeches. In other words, 
any and all activities of the animal all of 
the time seem to require an oversupply of 
the positive, pleasure-like, start-like func- 
tion at a low-level in the brain for continued 
normal functioning of the whole animal 
toward better survival and more fun. 

Of course, we like to think that in the 
total action of the brain, the positive tends 
to overbalance the negative, and that the 
intellectual functions might be neutral ones, 
neither positive nor negative, found in 
excess over both the positive and the nega- 
tive. Therefore, in the relatively huge cere- 
bral neocortex and in the cerebellum, one 
might expect to find neutrality or a small 
excess of positive, rewarding sort of func- 
tion. This expectation was recently found 
to be somewhat erroneous even in the 
small-brained monkey. With proper elec- 
trical stimuli and proper time courses, we 
have found rewarding effects elicitable 
from cerebellum and punishing and re- 
warding ones elicitable from cerebral 
neocortex. 

Well, one might say, so what ? Rats, cats, 
and monkeys are small and stupid crea- 
tures—may not a larger brain be more 
impervious to such tampering within its 
innards ? May not the trained, sublimating 
and sometimes sublime human mind resist 
and even conquer such artificially evoked 
crassly primitive impulses ? This question 
of how powerful such stimuli can be in 
large brains seems only properly answer- 
able by experimenting each on one’s own 
brain so that we have the really individual 


inside answer—even someone else experi- 
encing such stimuli who knows one’s 
language will never be able to thoroughly 
convince one. And, there are sceptics, who 
when oneself is experiencing it will not be 
convinced. Empathy and sympathy do 
help, but not in the fashion that personal 
experience can. 

However, certain technical dangers make 
me pause before I put bits of wire in my 
own head, and, at this time, I am reluctant 
to ask anyone else to undergo what I won't 
do or have done on myself. It looks as if 
normal controls may be slightly delayed 
in the field. All we have are a few data 
from sick humans: Some psychotic, epi- 
leptic, and Parkinson cases have been stimu- 
lated by Bickford, by Sem-Jacobsen, and 
by Rémond(6); the results show that 
these two kinds of systems can be found 
in the human brain but are small and 
difficult to explore safely. 

However, we think it is important to find 
out more about big-brained animals in 
far greater detail than we can with the 
human. For example, do they resemble the 
small-brained ones in the urgency of mo- 
tivation aroused in these systems? So far 
we have found only one animal that has a 
brain the size of ours who will cooperate 
and not frighten me to the point where I 
can’t work with him—this animal is the 
dolphin, a small whale with teeth, an air- 
breathing mammal (not the fish of the 
same name). The species used is that 
caught by the Marineland Research Lab- 
oratory for us—the shoal-water porpoise, 
Tursiops truncatus. As adults, these animals 
reach eight feet and 400 pounds, with a 
brain up to about 1750 grams. Compared 
to our 230-250 grams of brain per foot of 
body length theirs is about 220—he is a 
fairly close second to us if we remember 
that the gorilla as our nearest anthropoid 
cousin has only about one-third of that 
value. The dolphin also has an edge on his 
giant cousin, the sperm whale, who, accord- 
ing to Kojima, at about 60 feet scores about 
130 grams of brain per foot of body on this 
scale ; a more distant cousin the (balleen) 
fin whale at 60 feet also, says Jansen, rates 
about 110(7). 

Several investigators have essayed a 
neurophysiological attack on the dolphin’s 
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large brain, with disappointing failures. An 
expedition from Johns Hopkins to the Caro- 
lina coast in the 1930s brought back neu- 
roanatomical specimens but no data on 
the living brain ; Langworthy(8) reported 
that failure occurred “because of technical 
difficulties.” Eight of us from five research 
laboratories * in 1955, went on a similar 
expedition to Florida, with similar results : 
Our neuroanatomical specimens were mag- 
nificent and our neurophysiological findings 
were zero, We found out what Langworthy 
may have meant by “technical difficulties” : 
dolphins cannot be anesthetized without 
danger of dying. These animals, in contrast 
to dry land ones, fail to breath with rela- 
tively light doses of anesthetic, one-fourth 
that required for surgical levels of anes- 
thesia. In other words, they lack our uncon- 
scious, automatic, self-sustaining breathing 
system. In retrospect this seems reasonable : 
an unconscious dolphin, under water, will 
drown if respiratory inspiration occurs. 
They, as it were, must relate their breathing 
to surfacing and to the coming opportuni- 
ties to surface—so this function is almost if 
not fully voluntary. Therefore, a drunken 
dolphin dies when he passes out. It seems 
a sure bet that there are no alcoholic 
porpoises | 

We seemed farther than ever from our in- 
tended goal of investigating a brain the size 
of the human one. However, the Marine- 
land people meanwhile thoroughly imbued 
me with their enthusiasm for dolphins : 
Dr. F. G. Wood, Mr. William Rolleston 
and others were extremely helpful but 
also quite insistent in their arguments and 
demonstrations that these beasts, with man, 
are extremely kind, cooperative, intelligent, 
trainable, fun-loving, romantic, never hos- 
tile or vicious but at times, like some per- 
sons, exasperating to deal with; yet they 
can destroy sharks and whales and battle 
ferociously with one another during mating 
season. As a consequence of further in- 
doctrination—at times we felt almost as if 
the dolphins were playing the same game 
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as the persons at Marineland—some time 
was spent developing a method which 
would by-pass the need for and dangers 
of general anesthesia. 

During the last year, it was found to be 
feasible to hammer percutaneously guides 
for electrodes into the skull of monkeys 
(9). The method was tried on dolphins in 
November 1957 ; the guides were inserted 
under local anesthesia into the skull of a 
dolphin in a small shallow tank so easily 
and so quickly that the dolphin and we 
hardly realized what had happened. 

To return from this history to the mo- 
tivational systems, we found such positive 
and negative systems within the dolphin’s 
brain. The systems are farther apart in this 
large brain than in that of the monkey ; 
yet they seem as large in absolute size as 
they are in the monkey ; more brain with 
other, yet-to-be-found functions lies be- 
tween and around these systems. As in the 
human brain, evocable motor movements 
also were found only in relatively isolated 
regions. The urgency of motives elicited 
by stimulation of those zones which we 
have found to date is high and there is 
evidence that we have yet to stimulate the 
most powerful ones. Stimulating a punish- 
ment area (a negative, destructive, stop- 
ping motivational spot) caused a dolphin 
to shut off the electrical current very 
accurately at a certain level of intensity. 
The difference between this naive, wild 
animal’s performance and that of monkeys 
was the incredibly short time in which she 
learned to use the switch: compared to 
the naive monkey’s several hundreds to 
thousands of random trials to learn, she 
took about 20 to shape up the proper 
motions of her beak and each of those 
“trials” had a purposeful look that was a 
little disturbing to watch. 

How did we know first when we were in 
a negative zone? Every time we first 
stimulated here, she emitted the charac- 
teristic dolphin “distress whistle” (another 
story!). From that time on she shut off 
the current at a level well below that at 
which we previously could elicit the dis- 
tress call. This whistle, a crescendo-de- 
crescendo in frequency and loudness, was 
a clue for finding negative, punishing, 
destructive, stopping systems ; we had no 
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criteria for positive, rewarding, pleasure- 
like, starting systems. Empathic methods 
did not help with this handless, stream- 
lined, hairless animal who lacks our mo- 
bility of facial expression. We may have 
missed such systems because of the lack of 
such human criteria but finally found one 
such zone. 

With a bit of luck with our next animal 
we found a positive, rewarding, starting 
zone. The luck was in obtaining an ani- 
mal who vocalized vociferously : as soon 
as we stimulated the positive zone, he told 
us about it by covering a large repertory 
of assorted complex whistles, bronx cheers, 
and impolite noises. Giving him a switch at 
this point was quite an experience—he 
sized up what I was doing so rapidly that 
by the time I had set up his switch he took 
only 5 “trials” to figure out the proper way 
to push it with his beak. From that point 
on, as long as he could obtain his stimula- 
tion for every push he made with his 
beak, he quietly worked for the stimuli. 
But if we cut off his current, he immediate- 
ly stopped working and vocalized—appar- 
ently scolding at times, and mimicking us 
at others. One time he mimicked my 
speaking voice so well that my wife laughed 
out loud, and he copied her laughter. 
Eventually, he pushed too rapidly, caused 
a seizure, became unconscious, respiration 
failed, and he died. Apparently uncon- 
sciousness because of any factor, anes- 
thesia, or brain stimulation, or others, 
causes death in these animals. 

In this abbreviated account, I cannot 
convey to you all of the evidence for 
my feeling that if we are to ever communi- 
cate with a non-human species of this 
planet, the dolphin is probably our best 
present gamble. In a sense, it is a joke 
when I fantasy that it may be best to 
hurry and finish our work on their brains 
before one of them learns to speak our 
language—else he will demand equal rights 
with men for their brains and lives under 
our ethical and legal codes ! 

Before our man in space program be- 
comes too successful, it may be wise to 
spend some time, talent, and money on 
research with the dolphins; not only are 
they a large-brained species living their 
lives in a situation with attenuated effects 


of gravity but they may be a group with 
whom we can learn basic techniques of 
communicating with really alien intelligent 
life forms. I personally hope we do not 
encounter any such extraterrestrals before 
we are better prepared than we are now. 
Too automatically, too soon, too many of 
us attribute too much negative systems 
activity to foreign language aliens of 
strange and unfamiliar appearance and use 
this as an excuse for increasing our own 
negative, punishing, attacking activities on 
them. 

What does all this mean in terms of us, 
our species, aside from communication 
and empathy with and between us and 
other species ? Turning inward, examining 
our minds, their deep and primitive work- 
ings, can we see evidence of the actions 
and inner workings of the positive, plea- 
sure-like, start and the negative, pain-fear- 
like, stop systems? I believe most of us can 
say, “unequivocally yes”. In order, how- 
ever, to see such activities in the mind in 
pure culture, as it were, special conditions 
are needed: First, one must be alone— 
without a lover to exchange the positive, 
and without a human sacrificial goat to load 
with the negative. We are mostly not alone 
and are exposed to an organized human 
society which uses both kinds of our ac- 
tivities for its own growth and survival. 
These surroundings obscure the internal 
origins of our motivations in a medley of 
organized background noises, sights, cloth- 
ing, housing, transport, schedules, and 
deluges of information demanding replies 
and action. So one must first be freed of 
persons and people: Solitude is the first 
requirement. 

Secondly, one should be freed of sources 
of information from one’s then residual 
surroundings, animate and_ inanimate. 
Thirdly, maximum attenuation of physio- 
logical and physical stimuli of reactions and 
exchanges with the surroundings, including 
all of gravity’s and temperature’s power- 
ful demands is needed. And, fourthly, a 
sufficient period of time, a sufficient amount 
of training, and sufficient number of re- 
peated exposures must be given to develop 
one’s tolerance to one’s inner mind. 

Once all this is done, (we and other re- 
search workers are only beginners at this 
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isolation work) we find depths dimly seen 
without these conditions, and we find the 
positive and the negative, rewarding and 
punishing, activities deeply imbedded 
within ourselves. Many men and women 
before and in our time knew and know 
these experiences. Our only advantages 
today are: 1. Our knowledge of these sys- 
tems in some animals ; 2. Our particularly 
modern abilities to concentrate our interests 
on a given region of experience, to with- 
hold easy explanations and thus to avoid 
killing our curiosity; and 3. A powerful 
motivation resulting from the imminent 
prospects of either total annihilation of our 
species, or of moving off this planet to 
other planets and of encountering other 
species with attainments equal to or 
greater than ours. 

In regard to the basic human motives of 
reward and punishment, of rewarding and 
of being rewarded and of punishing and of 
being punished, we have found some data 
which may be of interest. For several years 
we have been studying autobiographical 
accounts of pairs of persons and of soli- 
taires isolated in the long night of the polar 


winter and isolated in protracted sea 
voyages in minimal size vessels(10, 11). 
Our detailed findings are too lengthy to 
recount here and are being presented in a 
book currently in preparation. In essence 
we find that persons in such circumstances 
tend to divide themselves into two extreme 


groups: those who are convinced con- 
tinuously (or become so) that they will 
survive (the self-confident or “egophilic” 
ones) and those who will not survive if 
alone long enough (the self-fearing or “ego- 
phobic” ones). Some of those in the self- 
confident group have come through ex- 
periences which are as extreme as can be 
imagined and still allow one to survive at 
all. Those in the self-fearing group about 
whom we hear at all are usually one of a 
pair or are in larger groups and are re- 
ported second hand. Usually it is found 
that such persons move toward their own 
destruction in circumstances not necessarily 
too extreme for real survival. Walter Gib- 
son gives us both extremes in his book, The 
Boat(12). “Who Ate Who (sic) in the 
Arctic” is a grim old joke with a parallel 
one of “Who Killed Who’s Self at Sea”. The 


more important group are those who sur- 
vived and why they could do so. 

Some of the mechanisms involved in 
these extreme groups of persons possibly 
may be analyzed in more microscopic de- 
tail in shorter term experiments in isola- 
tion of small groups and of solitaires. If one 
frees up a person from other persons and 
attenuates his physical exchanges with his 
surroundings, one can detect some pheno- 
mena which apparently are related to the 
above considered basic internal structure 
of his mind. If alone long enough in sur- 
roundings which are the same and even 
enough long enough, one’s internal mental 
workings reveal their basic character rather 
quickly, ie, in a relatively few hours. 
Sameness and evenness are absolutely 
necessary. I am referring now to the results 
of our “tepid dark silent bath in the tank” 
at NIH(10,11) experiments rather than 
the “monotonous rest on the bed in the box 
experiments” at McGill(13) ; even though, 
apparently, similarities exist, I know our 
own results in far greater detail, especially 
in my own case. (Such work has become 
so popular recently that it seems very diffi- 
cult to isolate experiments and subjects on 
isolation to the point where they are iso- 
lated enough to have significance). In such 
extreme surroundings one can find out 
if one is self-confident or self-phobic. By 
careful and slowly applied graded dosage 
of many short exposures to such conditions, 
one can develop an increasing immunity 
rather than an overwhelming love or aver- 
sion for the tank. During such training it 
becomes obvious which of the basic drives, 
positive or negative, rewarding or punish- 
ing, surviving or dying, predominate at a 
given time. By carefully watching and re- 
cording all those phenomena which one 
watches and records in psychotherapy and 
psychoanalysis one can see the algebraic 
sign of the dominant themes. Analysis of 
the material may show the powerful hidden 
desires, even such extreme ones as incorpo- 
ration, incest, cannabalism, and murder. 
There is one advantage in the isolation 
situation over the other kinds of situations. 
There are no real present excuses to blame 
for the emotional storms of love or hate, 
the fantastic beliefs, or the mental projec- 


ty 
7 
: 
‘3 
— | 
. 
x 
+ 
3 th 
. 
ok 
. 


1958 } JOHN C, LILLY 503 


tions which can and do occur. Alone with 
one’s God there are no alibis( 14, 15). 

Contrary to the case of the acting out of 
the usual analytic patient, there is no reality 
to serve as a sacrificial goat on the twin 
altars of either love or of hate. In this way 
a mind in pure culture can see its own true 
nature, and have an opportunity to see if 
it can solve its own basic internal self-con- 
tained conflicts in order to have a try at 
changing the unsatisfying parts. Contrary 
to those who say such experiences in the 
tank or on the isolation bed are identical 
with mental illness or even psychosis, those 
healthy intact subjects who have been 
through such experiences know and feel 
this point of view to be wrong. For such 
subjects, the experience can be quite in- 
teresting. 

Along this exploratory path of research 
a seemingly more trivial but possibly even- 
tually important finding was made: when 
weightlessness is approximated in the tank 
by the floatation, and isothermicity of one’s 
skin is achieved at 94.1°F., one can rest bet- 
ter and faster, as it were, than on a bed. 
The mental problems in the tank ensue 
after one becomes too rested and hence too 
restless and too eager. In my case, two 
hours rest without sleep in the tank can 
equal about 8 hours sleep on a bed within 
a 24-hour cycle unrepeated. Thus we may 
write a note to the “man in space” pro- 
gram : the major problem with weightless- 
ness at the beginning of the exposure may 
be a superabundance of energy and no 
need for sleep (unless the man fights him- 
self internally and wears himself out). Of 
course real pain and/or fear will use up 
energy rapidly and counterbalance the 
above effect. Those who, mentally, can 
afford to relax and enjoy the above effects, 
who are not exposed to outside dangers 
too continuously, and who can effectively 
meet the other real demands of the control 
of their container, will be able not only to 
survive but to have one of the most mov- 
ing adventures (inside and outside!) ever 
to be experienced by man. In our ventures 
into the frontiers of outer space we will 
carry the frontiers of our inner minds with 
us. It seems that to best empathize with a 
dolphin man may have to move into outer 
space ; or conversely the dolphin may teach 


us how to live in outer space without 
gravity. 

The cogency and urgency of finding and 
understanding the internal origins and sub- 
strates of rewarding and punishing systems 
are obvious to many persons. But one must 
avoid taking too seriously that which one 
has within oneself and finds so clearly in 
persons in isolation : Projections of negative 
and of positive motivations, powerful pro- 
jections acting as if coming from other per- 
sons and external reality but actually 
originating inside one’s own self. In isola- 
tion the evidence of the truth of the exist- 
ence of one’s own projections is so obvious 
as to be unescapable and humbling. In 
our experience, to try to escape these truths, 
subjects use ingenious and subtle tech- 
niques similar to those well-known to psy- 
choanalysts and to psychotherapists. To re- 
cognize in one’s self at least some of these 
techniques may allow one, one may think, 
to see them in others. But; a caution is in 
order : The human mind is the only prov- 
ince in science in which that which is 
assumed to be true either is true or becomes 
true. (That law I do believe to be true!) 
This is a sublime and dangerous faculty. To 
have and to hold a useful and successful 
set of basic beliefs and truths about the re- 
wards and punishments in one’s self is 
also sublime, sometimes satisfying, and 
sometimes punishing, but never dull or 
monotonous. To find one’s self to be more 
egophilic than egophobic is, of itself, an 
egophilic advantage increasing one’s own 
fun and that of those persons closest and 
most important to one. By careful and con- 
tinuous nurture one may achieve the classic 
command to “love thy neighbor as thy- 
self,” but only after learning how to lessen 
thy fear of thyself and how to increase thy 
love for thyself. 


SUMMARY 


In recent years the exploration of the 
brain has shown some of those systems 
which are involved in the production 
and maintenance of certain motivational 
states. In rats, Olds and Milner demon- 
strated rewarding effects of stimulating 
certain systems; in cats, Delgado, Rob- 
erts, and Miller, and Delgado, Rosvold, 
and Looney showed punishing effects 


: 


4 
2 


504 


SOME CONSIDERATIONS REGARDING BASIC MECHANISMS 


[ December 


from stimulating other zones. Brady et al. 
confirmed Olds and Milner in the cat 
and monkey. We have confirmed both ef- 
fects in the monkey, and have investigated 
in some detail the reward and the punish- 
ment effects in various loci. We have found 
also the same effects from a few loci in the 
porpoise’s (dolphin) brain; this animal's 
brain is as large as the human one and 
hence is of interest. A number of workers 
have been doing exploratory studies on 
healthy intact human individuals in isola- 
tion from other persons and from their 
usual levels of exchange with the physical 
environment ; by such means one may in- 
vestigate positive and negative motivations 
in more or less pure culture in the sub- 
jective psychological sphere. Such research 
is full of technical problems and pitfalls ; 
it shows that in these special conditions 
some minds tend to disguise the presently 
acting true motives and to project them in 
multitudinuous forms into the minimally 
stimulating and non-reactive reality. Some 
useful data are also derived from auto- 
biographical accounts written by those who 
have been exposed to isolation at sea or in 
the polar regions; the dominance of the 
positive or of the negative motivations can 
be seen operating especially clearly in such 
accounts. Such exploratory studies are slow- 
ly adding to an understanding of positive 
and negative motivations and offer power- 


ful tools for further studies. 
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There has been developing in Sweden 
during the last 20-30 years a new trend in 
psychiatry. This development bears the 
signature of Henrik Sjébring, late professor 
of psychiatry at the Lund University, where 
all scientific activity in this field is hall- 
marked by Sjébring. 

Sjébring and all the Swedish psychiatrists 
that have understood his fundamental view 
are in some way Cartesians, antiromantic, 
strictly physiologic. They accept the general 
view that causality is applicable only to 
physical, mechanical happenings and that 
the causal chain is closed so that no psychic 
elements can be insinuated between its 
links. On the other hand, there is not to 
our knowledge anything psychic or psycho- 
logic existing without being in some way 
connected with physiologic happenings ; 
but the connexion could be considered a 
kind of correspondence that is not of causal 
nature. Thus each determinate psychic 
event is connected with a determinate phys- 
ical event. 

In order to find the connexion between 
events of the physical and psychic kind 
Sjébring has emphasised the study of the 
subjective experience with regard to its 
general characters : omnipresence of striv- 
ing; pleasure; displeasure; irritation ; 
depth, etc. Thus, for instance, he puts the 
intensity of feeling in relation to the quan- 
tity of energy consumed at the neuro- 
physiologic process going on in the brain. 
The extensiveness of the cerebral process is 
put in connexion with the depth of feeling, 
i.e. the extension and importance of the 
scope of striving. Being put before a mathe- 
matical problem, difficult in relation to my 
knowledge, I experience an intensive, but 
limited, narrow feeling which could be 
compared to a swift and turbulent stream 
in a narrow river bed. If I am faced with a 
problem which engages my entire welfare, 
I experience this activity as a deep compre- 
hensive feeling—as a broad and powerful 


1 This paper was submitted by Dr. Iago Galdston 
who received it from Prof. Kinberg with authority 
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river transporting a mighty volume of 
water, 

The third fundamental character of the 
cerebral process is the degree of resistance 
which it meets during its proceeding. This 
character of the cerebral process is revealed 
through the feeling of liberty or constraint. 
Here one has to think of the view of neuro- 
physiologists (Sherrington and others ) who 
consider the synapses to be partitions which 
can in many ways influence the transition 
of the neural process from one neuron to 
another. When the resistance against the 
transition of the neural process has in- 
creased, it is experienced as a difficulty to 
reach the goal of the striving, or as some- 
thing unexpected that increases the require- 
ment of decision and action (Lipps: 
“Gesetz der psychischen Stauung”). If the 
expenditure of energy is increased, the pro- 
cess has a tendency of extension to a greater 
mass of cerebral tissue which results also in 
an increase of the resistance. The mathe- 
matical expression of this relation is that 
the consumption of energy is the product 
of the process in the tissue elements and 
the resistance. This Law which has been 
formulated by Sjébring is an expression of 
the fact that the total quantity of energy 
consumed is equal to the sum of the energy 
quanta consumed in every point of the 
net of axons. 

A fourth fundamental character of the 
cerebral process is, according to Sjébring, 
the accordance of the activity. Subjectively, 
it is represented by the nearness of the 
striving to the scope and is experienced ac- 
cording to its degree through feelings of 
pleasure, irritability, or displeasure. The 
degree of accordance is thus the relation 
between the segments of the axon-constella- 
tions which are active at a given moment. 

The personal development tends to an 
increasing degree of facilitation and firm- 
ness of the connexion between facilitated 
brain elements, which means an increase 
of the economy and security of working. 
According to Goldstein, cerebral tissues 
with a similar function gradually obtain a 
determinate, similar structure which favors 
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the effect of determinate adequate stimuli. 
According to general experience it is prob- 
able too that this perfectioning of the struc- 
ture is individually variable, and that the 
individual maximum of facilitation varies 
as to special forms of activity. 

Another important trait of Swedish psy- 
chological and psychiatric study is the 
searching for genetically determined char- 
acters of the personality, that may be nat- 
ural variants of determinate hereditary dis- 
positions. Starting from certain marked de- 
viations of personal traits, which are not to 
be supposed pathologic, Sjébring has tried 
to isolate a number of variants of special 
importance for the building of personality 
in its normal, “natural,” variations. He has 
isolated four such variants which I have 
called “constitutional radicals”. The “capa- 
city” is the designation of the intelligence 
variant and means the summit of intel- 
lectual development attainable by a de- 
terminate individual. The variation of this 
natural, “normal”, radical (like all others 
too) is supposed to keep between certain 
limits not very distant from the medium. 
Thus extreme cases of subnormal develop- 
ment of the intelligence (imbecility or 
idiocy ) must needs be of pathologic, gene- 
tic or lesional origin. The normal capacity is 
grouped into super- medio- and subca- 
pacity. The disposition of cerebral energy 
“validity” shows an equal “normal” vari- 
ation parallel to pathologic, genetic or 
lesional, variations. 

Starting from the bipolar manic-depres- 
sive psychosis, Sjébring has paid attention 
to the normal, “natural”, variations of mood 
(joyfulness—sorrowfulness) determined by 
changes of the everyday environment. This 
radical he has called “stability”. 

The “hysterical” states have been the key 
to Sjébring’s fourth radical, the “solidity”. 
On this point he has developed the view of 
Pierre Janet who found the essential traits 
of hysteria in “suggestibility” and “distracti- 
bility” which are both derived from “dis- 
sociability”. 

Whereas Sjébring put the variations of 
stability in connexion with the cerebral fac- 
tor of facilitation and considered the degree 
of cerebral facilitation to be the biological 
basis of this normal variation, he found 
the corresponding basis of his fourth radical, 


“solidity”, in the subject’s faculty of retain- 
ing a degree of the facilitation reached, or, 
negatively expressed, the rapidity of losing 
it. Thus the “subsolid” individual loses the 
acquired facilitation more rapidly and more 
extensively than the super- and mediosolid. 
The subsolid forgets easily, but he seems 
to learn easily. This means that the connex- 
ion between the psychic elements is less 
solid than usual. 

The constitutional radicals exist in all 
human beings and are present in different 
individuals in different doses. This is one of 
the most important causes of the limitless 
personality variations that exist in human 
beings—but of course not the sole one. 

There is another biologic factor of this 
variation known for centuries, i.e. such 
brain lesions as have manifested themselves 
by flagrant and unmistakable mental dis- 
eases and abnormalities. Owing to his ex- 
treme faculties of clinical observation, pene- 
tration and imaginative power, Sjébring 
has made a most important contribution to 
the psychiatric clinic by describing a num- 
ber of insidious mental changes which 
have not been observed or rightly valuated 
before, and has synthetized characteristic 
clinical syndromes (some of them are de- 
scribed in “Les infra-structures biologiques 
de Tacte délictueux” dans “L’homme crim- 
ineI”, Louvain-Paris 1956). By these studies 
he has shed light on a great many lesional 
cerebral diseases which have during the last 
century given rise to an enormous medical 
literature on “neuroses”, “psychopathy”, 
“degeneration”, and so on. 

By this important contribution to clinical 
psychiatry, Sjobring underlined the useless- 
ness of the notion “psychopathy” and its 
noxiousness to clinical psychiatry. This atti- 
tude was taken by myself at the Psychiatric 
Congress in Copenhagen, 1946, by Bu Gerle 
in his publication “The Bankruptcy of the 
notion of Psychopathy,” 1947, and of late by 
Kurt Schneider who has devoted a great 
part of his life to the study and clinical sys- 
tematization of the so-called “psychopathy”. 
In a paper published in Fortschritte der 
Neurologie-Psychiatrie, 1958, he holds that 
the notion of “psychopath” should be abol- 
ished as has already happened with the 
terms “neurasthenia” and “hysteria” being 
inadequate and giving insufficient knowl- 
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edge on what has been meant by this, from 
a clinical view-point, obscure and mislead- 
ing term. 

It is perhaps unnecessary to state that 
this development of Swedish psychiatry has 
made it impossible to take notice of psycho- 
analysis as a branch of science. Having 
been active as a psychiatrist since the end 
of the last century, I followed with interest 
the publications of Freud as they appeared. 
When I learnt by his “Traumdeutung” of 
foetuses that had been listening to the 
coition of their parents I lost all interest in 
his extravagant phantasies. In 1915 I under- 
took the task of publishing a critical study 
of psychoanalysis and have continued to 
combat this extravagant nonsense from the 
epistemological, psychological, biologic 
and clinical view-points. Sjébring too con- 
sidered psychoanalysis a serious obstacle to 
an explicative, serious psychology and de- 
trimental to the development of psychiatric 
science. The number of psychoanalysts 
among doctors with adequate psychiatric 
schooling and knowledge of clinical psy- 
chiatry is also insignificant in this country, 


just as in France and Italy. 

Another important contribution to Swed- 
ish psychiatry is made by Prof. E. Essen- 
Moller et al. (Individual traits and mor- 


bidity in a Swedish rural population. Acta 
psychiatr. ed neurol. Copenhagen 1956). 
Every individual of this population (2,550) 
was examined separately by Essen-Méller 
and his team and the results were compared 
and subjected to statistical treatment. As 
pathological variants were counted the 
cases where a lesion on a single gene sub- 
stitution was found. The population was 
grouped into 4 classes : evidently, probably 
or conceivably pathologic cases and no 
pathological findings. As evidently or prob- 
ably pathologic cases were considered all 
oligophrenes (1.Q.<70), all severe intel- 
lectually deteriorated, all schizophrenes, 
and most of the major personality devia- 
tions. As probably pathologic were regis- 
tered a considerable part of severe early 
asthenics, severe late asthenics, hypo- 
phrenics (chalarophrenics, description of 
which is given in my paper on the Sub- 
structure Biologique). According to the 
study of Essen-Mdller and his team, 214 
cases (8.4%) were evidently pathologic 
(lesional or produced by a single gene sub- 
stitution ), 504 cases (19.5%) probably, 678 
cases (30.5%) conceivably pathologic, and 
1154 cases (44.5%) not pathologic. Thus 
28% of the population was evidently or 
probably pathologic, lesional or gene- 
substituted. 
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POLITICS AND MENTAL HEALTH 


Some Remarks Apropos of the Case of Mr. Ezra Pound 


THOMAS S. SZASZ, M. D.* 


It appears that in recent years the use 
of psychiatric testimony in criminal trials 
~—and with it, recourse to the alleged “men- 
tal illness” of the accused—has become in- 
creasingly prevalent and popular. More- 
over, judicial proceedings making better 
use of the psychiatrist’s participation in the 
court-room, such as the celebrated Durham 
Rule, have been widely interpreted as a 
means of humanizing the administration of 
justice. In several previous publications( 1) 
I have tried to show, principally by analyz- 
ing this problem in theoretical terms, that 
although this sort of procedure may appear 
to be ethically progressive, this impression 
fails to stand up after a critical scrutiny of 
the issues involved. In brief, what I tried 
to show was that psychiatric participation 
in criminal trials, at least as presently prac- 
ticed, runs counter to our entire concept of 
the ethics of a secular democratic society. 

This essay is prompted by Mr. Ezra 
Pound’s recent release from St. Elizabeths 
Hospital. By examining this case, I hope to 
illustrate my thesis and to lend support to 
it by means of the lessons that may be 
learned from the critical review of a dra- 
matic contemporary incident. My disagree- 
ment with the currently popular and widely 
accepted modes of applying so-called “psy- 
chiatric knowledge” to the judicial dispo- 
sition of criminals rests most heavily on the 
impression that psychiatric testimony in the 
court-room—despite the pseudomedical, 
“scientific” garb in which it is clothed—sub- 
verts the democratic process of the Rule of 
Law and substitutes for it a Rule of Men 
(2). As matters now stand, it would be 
usually impossible to predict whether or not 
psychiatric participation will be enlisted in 
any particular criminal trial. The severity of 
the expected punishment seems to be the 
most important variable in this respect, so 
that if the penalty is heavy (e.g., death), 
the likelihood of psychiatric participation is 
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high. Morover, not only is the employment 
of psychiatric opinion in such cases unregu- 
lated by strict rules of law, but the inter- 
pretation of the opinion allows for so much 
latitude that the very possibilities of con- 
sistency and predictability are negated. The 
judicial process is thus allowed to drift 
from the impartial and predictable enforce- 
ment of rules toward an unpredictable 
decision of each conflict of interest on what 
is thought to be “its own merits”. 

Needless to say, I am not advocating 
some sort of judicial vengeance against Mr. 
Pound. I am using his case merely as a 
timely illustration of a phenomenon that 
looms large on our social horizon. Sensa- 
tional “cases”, like those of Dreyfus or 
Sacco and Vanzetti in the past and perhaps 
that of Ezra Pound today, are rewarding 
objects of study since they throw light on 
certain features of social conditions which 
otherwise tend to remain unnoticed. 

The facts surrounding Mr. Pound’s case 
are probably sufficiently familiar so that 
they need not be repeated here. Psychiatric 
participation in the social disposition of 
his case started some time before he was 
brought to trial. It was then decided—I do 
not know how, nor are the reasons for this 
decision relevant to us now—that he was 
“insane” and should be confined in a mental 
hospital. The alternative was to try him 
for treason, whether he was “sick” or well ; 
to acquit him if innocent ; to convict him 
if guilty; and, if imprisoned, to provide 
medical, and if necessary psychiatric, care 
for him. We must raise the question of why 
this was not done. Did this evasion—for 
such I think it was—of the more usual legal 
procedure serve the interests of the offender 
or of the society on whose shoulders fell 
the burden to sit in judgment over one of 
its artistically outstanding members ? 

The concept of mental health (and its 
antonym, mental illness), lacking the rigor 
of a scientific definition which would endow 
its meaning with integrity, has inevitably 
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succumbed to what Bertrand Russell called 
the “cult of common usage”(3). In con- 
temporary America it has come to mean 
conformity with the prevailing demands of 
society. More precisely, according to the 
common-sense definition, mental health is 
the ability to play whatever the game of 
social living might consist of and to play 
it well. Conversely, to refuse to play, or to 
play badly, means that the person is men- 
tally ill. The question may now be raised 
as to what are the differences, if any, be- 
tween social non-conformity (or deviation ) 


and mental illness. Leaving technical psy- _ 


chiatric considerations aside for the mo- 
ment, I shall argue that the difference be- 
tween these two notions—as expressed for 
example by the statements “He is wrong” 
and “He is mentally ill’—does not neces- 
sarily lie in any observable facts to which 
they point, but may consist only of a differ- 
ence in our own attitudes toward our sub- 
ject. If we take him seriously, consider him 
to have human rights and dignities, and 
look upon him as more or less our equal— 
we then speak of disagreements, deviations, 
fights, crimes, perhaps even of treason. 
Should we feel, however, that we cannot 
communicate with him, that he is somehow 
“basically” different from us, we shall then 
be inclined to consider him no longer as an 
equal but rather as an inferior (rarely, 
superior) person; and we then speak of 
him as being crazy, mentally ill, insane, 
psychotic, immature, and so forth. 

Once so categoried, what the person says 
is rarely taken seriously, although why he 
says it may now be considered to be im- 
portant. A serious disagreement thus signi- 
fies a dignified kind of human relationship 
between participants who consider each 
other, at least for the purposes of the dis- 
cussion or the conflict at hand, as equals. 
In contrast, taking one’s own position seri- 
ously but refusing to pay this respect to his 
opponent, bespeaks of a relationship be- 
tween “superior” and “inferior”. When in- 
itiated by the former, it is a means of 
degrading his partner. When it is invited by 
the latter, or is placidly accepted by him, 
it is self-inflicted degradation. 

The maneuver of shifting from taking 
someone seriously to not taking him ser- 
iously may occasionally favor both parties. 


The offender, for instance, may be more 
kindly treated than he might otherwise. It 
is an integral part of our ethic to treat (or 
to pretend to treat) those who are “sick” 
more kindly than if they were well(4). The 
stronger or “superior” member of the con- 
flicting pair may also benefit from this ar- 
rangement. First, he is saved the effort 
needed to take the “inferior” offender's 
charges against him seriously, and secondly 
he avoids having to bear the guilt feelings 
which are invariably associated with met- 
ing out punishment. These feelings tend to 
be particularly distressing when we must 
punish someone whom we love and admire. 
Prominent artists, Ezra Pound among them, 
fall inevitably into the group of the ad- 
mired, and hence partake of a kind of im- 
munity from adherence to social rules bind- 
ing for others. The parental obligation to 
punish children for infraction of the rules 
gave rise to the saying, “It hurts me more 
than it hurts you!” This saying is as mis- 
leading as it is incomplete. Still, it calls to 
mind the burden which parents feel when 
they must discipline their children, a phe- 
nomenon which we may regard as analo- 
gous to that facing a group (nation) having 
to judge and damage one of its revered 
members. 

Still, it may be asked, “What can be the 
objections against showing kindness to Mr. 
Pound ?” as was allegedly done by not 
bringing him to trial. Is this not a “fair” 
way to treat the so-called mentally ill crim- 
inal ? The basic objection, as I suggested, 
is that the social sanctions which are em- 
ployed in such cases violate the principles 
of the Open Society(5) by substituting 
for the Rule of Law the Rule of Men. If 
this violation of the Rule of Law is engen- 
dered by the humanistic wish to act kindly 
toward those who break the laws, then it 
is committed unnecessarily, for trial and, 
in case of guilt, conviction of offenders in 
no way prevents us from dealing with them 
in a manner consistent with our ideas of 
decency and kindness. Furthermore, it must 
be remembered that the most serious 
abridgment of a person’s civil rights may 
result from circumventing the proper legal 
determination of his “guilt”—that is, of 
whether he has in fact violated any of the 
laws—by finding that he is mentally too 
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ill to stand trial. For if thereupon he is 
“imprisoned” in a mental hospital, he is 
ipso facto being “punished”. This procedure 
also effectively deprives him of the oppor- 
tunity to clear himself of the criminal 
charges which were brought against him. 
Finally, by introducing psychiatric testi- 
mony into criminal trials—and what is even 
worse, by imprisoning people in buildings 
called “mental hospitals”—psychiatrists vio- 
late their ethical obligations toward their 
science(6). Giving psychiatric testimony 
in (ordinary) criminal trials is a dubious 
practice, at best. It seems to me to be par- 
ticularly undesirable in those cases in 
which the offense is of a political nature. 
When psychiatrists participate in the social 
disposition of such “criminals”, they re- 
nounce, in effect, the ethics of science (and 
medicine )—which, incidentally, is wholly 
compatible with good citizenship in a 
democratic society—and embrace instead 
the social values uppermost in society at 
any given time. 

Let us recall in this connection something 
that we all know, namely that many prom- 
inent men in our day, as well as in past 
ages, have spent some time in jail for poli- 
tical offences. Mahatma Gandhi, Bertrand 
Russell, Nehru, Sukarno, to name but a 
few, have all been sentenced to terms in 
jail for acting in opposition to laws. In the 
more distant past, we have the examples 
of Galileo, Jesus Christ, and Socrates, each 
of whom found himself in opposition to 
duly appointed social authority. All of them 
were punished in a manner then prescribed 
by law. Did this not mean, however, that 
they were being taken seriously ? Of course 
I do not pretend to believe that Mr. Pound 
is a “great man,” in the sense in which the 
persons mentioned were great men. But 
surely, the way in which he was treated 
impugns his stature. In any case, it seems 
hardly likely that Gandhi or Earl Russell 
would have preferred being classified as 
“mentally ill” to being jailed. In fact, both 
did excellent work while in jail and their 
release from this confinement was governed 
by law, not psychiatry. 

Mr. Pound was originally confined in a 
mental hospital because (?) of his alleged 
mental illness. Is he now being released 
because he is now mentally healthy again ? 


Or because there is a change in political 
climate ? Or because he has been “pun- 
ished” enough ? The psychiatrists in charge 
of this matter now say that he is still 
mentally ill, indeed that he will never be 
sane enough to stand trial (whatever is 
meant by that?) ; but, they add, he is no 
longer a danger to himself or to others. 
Appropriately enough, Time Magazine 
(April 28, 1958) reporting on these de- 
velopments captioned his picture with the 
words: “Freedom for the warped”. Are 
we to assume that he is given the precious 
gift of freedom because he is warped? And 
if he were not warped, but was healthy, 
he would be continued to be deprived of 
his freedom ? We may well ponder these 
questions. Yet, whatever our answers to 
them might be, the events depicted illus- 
trate—or so I submit—that the determina- 
tions of dangerousness, including perhaps 
political dangerousness, has been taken out 
of the hands of the Law and placed in 
those of Men (psychiatrists, lawyers, etc.). 

The importance of the Rule of Law for 
the preservation of an individualistic society 
and the ethics which it embodies has been 
set forth by many contemporary scholars, 
among them brilliantly by Friedrich Hayek 
in his celebrated study, The Road to Serf- 
dom. Two brief quotations from this work 
should suffice to illustrate why I believe 
that psychiatric participation in the ju- 
dicial disposition of political offenses (and 
in others, too, for that matter) is un- 
desirable. 


Nothing distinguishes more clearly condi- 
tions in a free country from those in a 
country under arbitrary government than 
the observance in the former of the great 
principles known as the Rule of Law. 
Stripped of all technicalities, this means 
that government in all its actions is bound 
by rules fixed and announced beforehand— 
rules which make it possible to foresee with 
fair certainty how authority will use its 
coercive powers in given circumstances and 
to plan one’s individual affairs on the basis 
of this knowledge(7). 


And further, Hayek commented : 


Within the known rules of the game the 
individual is free to pursue his personal 
ends and desires, certain the powers of 
government will not be used deliberately 
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to frustrate his efforts.—It may even be said 
that for the Rule of Law to be effective it is 
more important that there should be a rule 
applied always without exceptions than 
what this rule is(8). 


Now, it seems to me that Mr. Pound 
played the game, as it were, against the 
United States, played it well and honorably 
—but he lost! He bet on Mussolini and 
Hitler instead of on the democracies. Nor 
was he alone among artists in his ad- 
miration of “strong men.” For example, 
George Bernard Shaw too admired the 
fascist lexders. The point is, however, that 
Pound allegedly violated the laws of his 
country. The Rule of Law demands that 
the government play the game seriously, 
according to the rules; that is, that he be 
tried, sentenced if guilty, and later if it be 
deemed “just,” pardoned and released. It 
may be objected that avoidance of trial on 
the grounds of insanity is a part of the 
laws of our country. That of course is true. 
But as Hayek has gone to great lengths to 
explain, a duly constituted law is by no 
means the same as the Rule of Law. The 
latter is characterized by its consistency 
and inflexibility, in brief, by the fact that 
it is applied predictably and without ex- 
ceptions. Since the plea of insanity is 
raised in some cases but not in others, and 
when it is raised is interpreted in a com- 
pletely unpredictable manner, it serves as 
a particularly useful means for individualiz- 
ing the administration of justice. But we 
can not have our cake and eat it too. Ex- 
ceptions to the Rule of Law on the grounds 
of mental illness are exceptions just as 
surely as if they favored (or penalized) a 
racial or religious group. 

Mr. Pound, we are also told, will not 
lose his American citizenship, nor shall 
a passport be withheld from him. It is in- 
tended to let him travel to Italy, to live 
there as a free man. To bestow the dignity 
of freedom on his fellow man must be a 
cause dear to the hearts of all who cherish 
freedom. Therefor , what I shall say must 
again not be construed as anti-Pound. But 
in conclusion I did wish to contrast Mr. 
Pound’s freedom to obtain a passport and 
travel with the lack of freedom in this re- 
gard of many others who have, apparently, 
not committed any crime whatever. In using 


the word “crime,” I have reference to its 
basic definition in our society, namely, an 
act in violation of the law with which one is 
formally charged and for which one is duly 
convicted. The problem of whether it is a 
citizen’s right to have a passport and travel 
abroad, or whether this is merely one of 
his privileges under certain circumstances, 
has been widely debated in recent years. 
On June 17, 1958, The Supreme Court, by 
a 5-4 decision, has overturned State De- 
partment regulations designed to withhold 
passports from people whose loyalty may be 
in doubt. Speaking for the majority, Mr. 
Justice William O. Douglas stated that 
passports cannot be withheld because of 
applicants’ “beliefs and associations.” It is 
important to note, that this was a technical 
decision on existing law, not a ruling on 
Congress’ right to restrict the travel of 
citizens. I do not believe that I could con- 
tribute anything novel to the arguments 
about this problem. I mentioned it here 
only to bring it into connection with the 
Pound case and thus to highlight some of 
the peculiar social consequences which may 
result, at least in part, from making use of 
psychiatric interventions in the administra- 
tion of the criminal law. 

My purpose, to repeat, is to call atten- 
tion to a serious conflict that seems to me 
to exist between the democratic principles 
of the Rule of Law on the one hand and 
the participation of psychiatrists in the 
disposition of social offenders on the other 
hand. The case of the poet Ezra Pound 
offers a dramatic and timely illustration of 


this thesis. 
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THE NONPSYCHOTIC OFFENDER AND THE STATE HOSPITAL ’* 


REGINALD S. ROOD, M. D.? 


This paper is written from the experience 
of the Atascadero State Hospital, whose 
1,150 all male population is made up of 
about 60 percent nonpsychotic sexual psy- 
chopaths and about 40 percent criminal 
insane. This preponderance of nonpsy- 
chotic patients is unusual if not unique in a 
state hospital for the mentally ill, where as 
a rule about 90 percent of the patients are 
psychotic. I shall discuss briefly our pro- 
gram for sexual psychopaths, indicate sig- 
nificant factors in its success, and, as a 
corollary, com.nent on the rules for criminal 
responsibility from the hospital’s point of 
view. My references are only to the Cali- 
fornia codes and procedures. 

As we interpret the legal definition, the 
sexual psychopath is one convicted of any 
crime not punishable by the death penalty 
who suffers from abnormal sexual desire of 
a kind and in a degree to constitute him a 
public menace. This definition includes, 
typically, the nonpsychotic child molester 
and the exhibitionist. In both of these the 
two factors of abnormal desire and menace 
are present. The definition excludes the or- 
dinary homosexual, in whom the element of 
menace is absent because his offense in- 
volves a voluntary partner, not a victim. 

After his conviction, the alleged sexual 
psychopath is committed to Atascadero for 
observation and possible selection for long 
term treatment. We admit yearly about 
700 patients for the 90-day observation 
period and retain about 400 of these for the 
indeterminate treatment period which lasts 
as a rule between 15 and 17 months. When 
we believe the patient has benefitted from 
indeterminate treatment to the point he is 
no longer a menace, we return him with 
this report to his home court, which then 
either sentences him or grants him proba- 
tion on his original conviction. The law 
intends probation if the court agrees that 
menace has become absent, and this is 
granted in ninety percent of the hearings. 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Cal., May 
12-16, 1958. 

2 Atascadero State Hosp., Atascadero, Cal. 
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Sexual felonies usually carry a one year to 
life sentence. 

Atascadero State Hospital has been in 
operation since June 1954, and as of April 
1958, 1,066 of its treated sexual psychopaths 
have been placed on probation. Of this 
number, 118, or 11 percent, have been re- 
cidivists convicted of a new sex offense. 

Apparently these encouraging results re- 
flect the hospital’s treatment program. The 
foundation for this is essentially the 
therapeutic community, with emphasis on 
group therapy as conducted by the psy- 
chiatrists, psychologists and social workers, 
and also by the nursing service, as well as 
the patients themselves. In this program the 
patient finds himself legally confined for 
between one and two years in an atmos- 
phere of friendship, good will, honest ap- 
praisal and hope for his improvement. This, 
I believe, presents a curative contrast to 
his often former community environment 
of competition, ill will and, in many cases, 
domestic strife. 

Inasmuch as the sexual psychopath is in 
the state hospital as an alternative to jail 
or prison, we should specify the reasons 
that the hospital offers a more ready setting 
for psychotherapy than the penal institu- 
tions. These sum up in the fact that the 
spirit of acceptance as against rejection is 
more easily achieved in the hospital. The 
reasons for this are, first, the medical tradi- 
tion, which is wholly one of acceptance ; 
this is in contrast to the punitive tradition, 
which rejects the criminal person because 
of his crime. Second, there is nothing in the 
state hospital setting that stimulates us to 
reject the inmates collectively, as is true in 
the prison. This important fact is explained 
by the difference in the group behavior of 
psychotic and nonpsychotic persons. The 
psychotic, by the nature of his illness is un- 
able to conspire or plot with his fellows. 
He is incapable of organized activity, and 
therefore the danger from collective attack 
is not present in the state hospital. This of 
course is not true of the prison situation 
with its nonpsychotic inmates and potential 
riots. The state hospital's security measures 
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are designed therefore only for the pa- 
tients individually, not collectively. 

Thus the hospital’s tradition and security 
permit a more accepting and relaxed thera- 
peutic atmosphere than does the tradition 
of individual rejection and the cold war 
inherent in the prison. For example, in the 
hospital the female nurse and psychiatric 
technician work safely with the male pa- 
tients, greatly enhancing the therapy and 
therapeutic environment. On all the Atas- 
cadero wards a female rurse or technician 
is present. 

The foregoing explanation of the differ- 
ence between hospital and prison security 
rightfully raises the question: How can 
Atascadero, whose security is designed only 
for the psychotics, operate as a hospital 
when 60 percent of its patients are nonpsy- 
-chotic criminals ? The answer is that the 
law gives the hospital the power to select 
its nonpsychotic patients. During the al- 
leged sexual psychopath’s observation peri- 
od, the hospital decides whether he legally 
qualifies under the definition and if so 
whether he should be recommitted for the 
indefinite period. The courts must follow 
the hospital’s recommendation as to recom- 
mitment, but of course have the power to 
sentence, the offender having been con- 
victed. 

The fact of the original conviction forms 
the basis for the hospital’s power to select 
its nonpsychotic patients, because with the 
conviction we have three dispositional pos- 
sibilities for the offender : hospital, prison 
or society. Under this arrangement there 
is no conflict between the hospital and the 
courts over nonpsychotic offenders in need 
of mental treatment who should be in 
neither the hospital nor society. The hospi- 
tal chooses its patients and the courts de- 
cide on the offender’s return to society, be- 
cause prison is an alternative. It is not often 
that we return a case to court as a sexual 
psychopath not amenable to hospital treat- 
ment, but it is obvious that the hospital 
must have the power to do so, otherwise it 
cannot protect itself from becoming a 
prison. The basis for this is the original 
criminal conviction. 


This leads us to consider appropriate 
rules for criminal responsibility, because, 
when the courts commit an offender to the 
hospital as criminally irresponsible, there 
is no conviction and prison is consequently 
abandoned as an alternative. Therefore, 
no offender should be adjudged criminally 
irresponsible who is unsuited to the security 
measures designed for the individual rather 
than the group. 

In California the formula for criminal re- 
sponsibility is the M’Naghten rule. As ap- 
plied by the juries and the judges, this rule 
usually selects as criminally irresponsible, 
offenders who are properly committed to 
the hospital without the need for prison as 
an alternative. About 50 male cases a year 
are so designated. 

Admittedly, there are many offenders 
held criminally responsible under the 
M’Naghten rule and sent to prison who 
need mental treatment and would benefit 
by state hospitalization, especially in an in- 
stitution like Atascadero. The rule is ob- 
jected to for this reason, the presumption 
being that criminal responsibility neces- 
sarily means penal incarceration. As demon- 
strated by the law and procedures for the 
sexual psychopaths, this need not be true. 
On the other hand, to change the rule to 
accomplish hospitalization for many who 
are now held responsible, would force the 
hospital to become a prison, because the 
hospital would then lose its power to 
select patients for whom prison should be 
reserved as an alternative. 

From the hospital's viewpoint, the fore- 
mentioned objection to the M’Naghten rule 
should be met, not by changing the rule, 
but by legally providing that the hospital 
be an after-conviction alternative to prison 
for offenders in need of mental treatment 
who are criminally responsible under the 
rule. This approach would give us the flexi- 
bility of commitment or sentence necessary 
to preserve the basic distinction between 
hospital and prison. It is exemplified in 
California’s highly successful sexual psy- 
chopath law. 
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LETTER-WRITING IN A MENTAL HOSPITAL * 
ROBERT SOMMER, Pu. D.? 


There are many indices of community 
interest in a mental hospital—volunteers, 
incoming mail, visits by patients’ families, 
etc. In a previous study(1) it was shown 
that the longer a patient remained in a 
mental hospital, the less likely he was to 
receive visitors. We are currently conduct- 
ing research into the loss of various social 
skills (cooking, reading, etc.) during pro- 
longed hospitalization. This research indi- 
cates that there is a point at which the 
patient begins to become disculturated, to 
lose contact with the outside world. It is 
important for hospital authorities to learn 
when this occurs, as it means that in addi- 
tion to treating the patient's initial illness, 
the patient must be resocialized. 

It will be the purpose of this paper to 
study the relationship between incoming 
and outgoing mail in a mental hospital 
and duration of hospitalization. We hope 
to learn if letter-writing follows the same 


pattern as visiting, and if the point in the 
patients’ hospitalization can be found when 
both of these begin to taper off. 


A list was secured of all patients in a 
1600-bed mental hospital who had sent 
letters during a given week. On the follow- 
ing week, a list was obtained of all patients 
who received letters.* It seemed preferable 
to classify patients as to whether or not 
they sent or received any letters, regardless 
of the number received or sent. This would 


1We are grateful to Miss Olga Koshman for 
collecting the data and checking the case files of the 
patients. Dr. Humphry Osmond, superintendent, and 
Mrs. E. Carruthers, superintendent of nursing of 
the Saskatchewan Hospital, Weyburn, provided in- 
valuable assistance and encouragement. The research 
was aided by grants from the Rockefeller Founda- 
tion and the Department of Health and Welfare 
(Canada). 

2 From the Department of Research, Saskatchewan 
Hospital, Weyburn, Sask., Canada. 

8A few obvious advertisements were excluded. 
The weeks studied were March 9-15 and March 16- 
22 respectively. These were not atypical weeks as 
the number of outgoing letters was almost identical 
with the total of a week that had been studied 
several months before. 
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prevent the results from being influenced 
by a few extreme cases.* The hospital file 
on each patient was consulted and the fol- 
lowing information secured : age, sex, age 
at first admission, and length of hos- 
pitalization. These data could be compared 
with comparable figures from the random 
(10%) sample of the hospital population 
that had been used in the previous study 
(1). There is no reason to assume that the 
composition of the hospital population has 
altered during the one-year interval be- 
tween studies. 


RESULTS 

During the one-week periods, 145 pa- 
tients received letters and 122 patients sent 
letters. This constituted 9 and 8% respec- 
tively of the total hospital population. 
There was a large sex difference in both 
sending and receiving letters. Although 
males comprise 60% of the hospital popula- 
tion, they sent only 38% and received only 
45% of the letters.® 

There is also a trend for patients who 
send and receive letters to be somewhat 
younger than patients in the random sam- 
ple (p<.01). Patients who received letters 
averaged 47.4 years; patients who sent 
letters averaged 41.7 years ; while patients 
in the random sample averaged 56.8 years. 
However there is no relationship between 
age at first admission and sending or re- 
ceiving mail. 

Table 1 shows a striking relationship 
between length of hospitalization and send- 
ing or receiving letters. The longer the 
patient is in the hospital the less likely he 
is to send or receive letters. 

In Table 2, the probabilities of receiving 
or sending letters, or receiving visitors, are 
estimated from the data of this and the 
preceding study. It should be noted that 
these figures are derived by assuming that 
the random sample figures are similar to 


4The largest number of letters received during 
this week by a single patient was 13 while the largest 
number sent was 10. 

5 This sex difference was statistically significant 
beyond the .01 level. 
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TABLE 1 


PERCENTAGE OF PATIENTS AT VARYING LENGTHS OF HOSPITALIZATION 


Length of Hospitalization 


Less than 1-5 5-10 10-15 15-20 More than 
1 year years years years years 20 years 
Patients receiving 
letters (N=145) 32 30 13 1l 7 8 
Patients Sending 
letters (N=122) 25 32 12 7 10 15 
Random Sample 
(N=191) 2 23 13 10 14 39 


TABLE 2 


PROBABILITY THAT A PATIENT WILL RECIEVE MAIL OR 
VISITORS AS RELATED TO HIS LENGTH OF HOSPITALIZATION 


Length of Hospitalization 


Less than 1-5 5-10 10-15 15-20 More than 
1 year years years years years 20 years 

Probability of receiving 

a letter 

(one week period) 9/10 1/8 1/10 1/10 1/21 1/50 
Probability of sending 

a letter 

(one week period) 6/10 1/10 1/15 1/20 1/18 1/33 
Probability of receiving 

visitors 

(one month period) 6/10 1/4 1/8 1/10 1/13 1/30 


those in the true hospital population. This 
may be true, but the actual figures will 
vary within the limits of sampling error.® 
Hence these figures are estimates and 
should not be interpreted rigidly. 

This table shows that the chances of a 
patient in the hospital less than a year 
receiving letters are 45 times greater than 
the chances of a patient in the hospital 
over 20 years; he is also 19 times more 
likely to send a letter and 18 times more 
likely to receive visitors. In fact, mail and 
visitors decrease sharply after even one 
year’s hospitalization. 

Receiving and sending letters were high- 
ly related. A patient who received a letter 
was ten times more likely to have sent a 
letter than a patient who did not receive 


6 This was shown in the case of patients in the 
hospital less than one year. The figure arrived at by 
projecting the random sample was slightly less than 
the figure shown in the data on mail received. This 
one figure was adjusted by adding sufficient cases 
to the projected value so that it conformed with the 
known sample values. 


a letter. (This can also be stated in terms 
of patients who sent letters being 10 times 
more likely to have received letters than 
patients who did not send letters. ) 


Discussion 


Bleuler(2) wrote at length of the final 
stage of schizophrenia which was charac- 
terized by an overwhelming apathy and 
loss of all social skills. However, current 
research(3, 4) is showing that this condi- 
tion is more of an outgrowth of the mo- 
notony and impoverishment of mental 
hospital ward routine than a necessary 
stage in schizophrenia. It is important for 
society to learn how to prevent newly 
admitted patients from sinking into the 
hospital routine and also the methods of 
resocializing older chronic patients. The 
long-stay patients must be informed of the 
drastic changes in price and style that 
have occurred since they were hospitalized. 
They must be taught how to cook again and 
how to use the newer appliances that are 
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found in every home. In short the pa- 
tients must learn that time on the outside 
has not stood still while they were in the 
hospital. Perhaps the most difficult task 
is re-establishing contact with the patient’s 
home and family. Many patients have been 
forgotten by their friends and relatives. It 
is not uncommon for neighbors to believe 
that a patient has died when in fact he 
was living in a mental hospital. 

In a previous study of a geriatrics ward 
at this hospital(5), it was shown that over 
50% of the patients had husbands, wives, 
or children living on the outside. It was 
not so much that the patients lacked ties 
to the outside world but that they had lost 
contact with it. Mail is undoubtedly one 
of the most important bridges between the 
hospital and the patients’ homes. If mental 
hospitals are built in isolated locations, 
then mail becomes almost the only feasible 
means of communication between the pa- 
tients and their families. 

The importance of letter writing is not 
always realized by either the patient's 
family or the ward staff. Rarely can writ- 
ing materials be found in ward dayrooms. 
One frequently hears the ward staff men- 
tion that if pens and paper were left in the 
dayroom a few patients would soon mo- 
nopolize them. We have yet to see tangible 
proof of this assertion, and certainly ball- 
point pens and stationery are not so ex- 
pensive that the hospital could not afford 
to try them. Letter writing should become 
a defined activity on the wards, as much 
of an activity as OT or TV. One particular 
ward which sends an average of 2 letters 
a week, also sends 50 Christmas cards each 
December, largely because the cards are 
supplied by the hospital and the supervisor 
is expected to distribute them. Like many 
other activities of Christmas week, this 
could be done each week instead of once 
a year. 

One tangible result of this study is that 
several members of the hospital staff are 
attempting to find ways of increasing letter- 
writing among the patients. On two similar 
geriatrics wards the psychiatrist has initiat- 
ed a week-by-week letter-writing survey, in 
which the number of patients writing letters 
on the two wards are compared. This has 
made the supervisors more conscious of 


the number of letters going out from their 
wards. We are also keeping records of 
incoming letters and hope to learn if an 
increase in the number of outgoing letters 
will be reflected in an increase in the 
number of incoming letters. 

We are also placing more stress on letter- 
writing in our lectures and talks to nursing 
staff and volunteer visitors. We are especial- 
ly interested in getting volunteer visitors 
to help the patients write letters. Many 
patients require considerable urging and 
support. They often protest that they have 
nothing to write about. We hope that our 
volunteer visitors will be able to convince 
the patients that their families are inter- 
ested in even the minor events of the pa- 
tients day, such as going to OT, a visit to 
town, an afternoon on the farm, etc. 

The need to impress the patient’s family 
with the value of correspondence is more 
difficult for hospital authorities to cope 
with. All we can offer are suggestions, some 
of which may be impractical in some set- 
tings. One method is to emphasize the 
importance of letter-writing in the orienta- 
tion booklet given to families of newly 
admitted patients. However the problem 
is not serious in the case of new patients, 
the vast majority of whom receive letters 
at least weekly. The problem is to keep the 
correspondence flowing when the patient 
remains in the hospital longer than a year. 
It is at this point when it begins to decrease 
rapidly. Perhaps it may be useful to send 
relatives copies of the hospital magazine, 
in the same way that university alumni 
magazines and donation requests are sent. 
With many universities, there is the atti- 
tude that “once an alumnus, always an 
alumnus,” so a person is not removed from 
the mailing list even if he fails to contribute 
for a period of years. The university hopes 
that the alumnus will eventually acknowl- 
edge his responsibility to his school. The 
same can be done for relatives. Even 
though a son does not write his mother 
(a patient) for several years, his name 
should continue to remain on the mailing 
list for the hospital magazine. 


SUMMARY 


To determine the relationship between 
letter writing and length of hospitalization, 


‘ 
é 
> 
= 
; 
\ 
ak 
: 
‘ 


1958 | ROBERT SOMMER 517 


the names were secured of all patients in a 
mental hospital who received or sent 
letters during a given one-week period. 
There was a highly significant relationship 
between length of hospitalization and re- 
ceiving and sending letters. The longer a 
patient remained in the hospital, the less 
likely he was to receive or send letters. 
Women were found to receive and send 
proportionately more letters than men. Pa- 
tients who received letters were 10 times 
more likely to send letters than patients 
who did not receive letters. 

The probabilities of receiving and send- 
ing letters and receiving visitors were esti- 
mated for various durations of hospitaliza- 
tion. It was found that after one year in the 


hospital, there is a drastic reduction in 
sending letters, receiving letters, and re- 
ceiving visitors. 
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PATIENT REACTIONS TO THE “OPEN DOOR” 


NATHAN WISEBORD, M. D., HERMAN C. B. DENBER, M. D., 
FREDERICK B, CHARATAN, M. D., anp JOHN H. TRAVIS, M. D.* 


Much attention has been focused on the 
mental hospital as a therapeutic com- 
munity(1-3). Our research ward has been 

ating within such a framework since 
April, 1957. Incorporating the biophysical, 
moral, environmental and interpersonal ap- 
proaches, this was the first “disturbed” 
ward to be opened in the hospital(4-6). 
Various facets of this total study will be 
elaborated in greater detail at another 
time. The present paper reports the pa- 
tients’ personal reactions to these changes. 
Emphasis was placed on gathering informa- 
tion regarding their attitudes to the “open 
door.” In restricting the study to this one 
variable, we were aware of the danger of 
elaborating only a single perspective in 
what in reality is a complex entirety. 
Certainly we considered the possible re- 
strictions and distortions resulting from a 
partial approach. Yet, because of present 
controversy over this pertinent question we 
felt it advisable to single out this one 
change as the area of investigation. 


This study was carried out on a ward 
consisting of 86 female patients, the ma- 
jority of whom were diagnosed as schizo- 
phrenics. The ages ranged from 20 to 69 
years, with an average of 40 years. The 
amount of time spent in hospital by these 
patients varied from several months to 
over 20 years, but the majority had spent 
less than 5 years. Many of these patients 
were seen daily by the observer throughout 
all the periods of change and ward re- 
organization. It was quite common to in- 
terview several patients per day routinely 
in order to perform administrative duties, 
evaluate progress or state of general health. 

In the course of the routine interviews, 
the patients were encouraged to express 
their feelings, attitudes and impressions of 
their environment. Open-end questions 
were asked about the changes, if any, that 
had been noted on the ward ; which change 


1 Research Div., Manhattan State Hosp., Ward's 
Island, New York City 35, N. Y. 
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was most meaningful ; and what effect this 
had on them as well as on the group in 
general. Indirect, as well as direct ques- 
tions, were asked in order to get the in- 
dividual’s observations on herself and of 
the others. In this way, 55 patients were 
interviewed. 


RESULTS 


In broaching the topic, the first question 
referred to areas of change, and the pa- 
tient was asked whether any changes had 
been noted on the ward. All the patients 
volunteered their observations and elabo- 
rated on the improvements they had noted. 
Of the group studied, each individual ex- 
pressed some awareness of these changes. 
While they did not refer to all or the same 
elements, many patients could recall sever- 
al pleasing features, and some itemized 
concrete developments. Others mentioned 
more abstract considerations. In one case 
the patient summarized developments in 
the following order: “Beauty parlor, 
drapes, paintings, bars down in the com- 
mon room, door open, girls can do more, 
doctors more friendly, dances, showers 
every night, lots of changes.” Another first 
spoke of “things fixed up, door opened, 
curtains, fish tanks, rooms painted, linole- 
um, office decorated, picnics and music.” 
Others, however, responded to this same 
general question with the following : “The 
patients are given the opportunity to 
change things . . . There is coming and 
going without passes, and this is wonder- 
ful. People are happier, less tense and less 
nervous.” And most often, the commonest 
response was, “There is more freedom.” 

Once it had been established that 
changes were noted and emotionally mean- 
ingful, the patients were asked to express 
an opinion regarding the most important 
or significant change. In this respect, they 
were reassured that their opinions were 
valued, and that an honest and subjective 
appraisal was expected. Although here 
again many formulations were given, by far 
the most common response reflected the 
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item of the “open door.” The great majority 
of patients referred to the opening of the 
door by pointing to this modification di- 
rectly and unhesitatingly. Others selected 
this same element indirectly with the fol- 
lowing statements : “The biggest change is 
the coming and going freely,” or “it’s easier 
to go out,” and again, “you can go in and 
out whenever you like.” In only one case 
was there a diversion from this consensus, 
and this patient considered the “meetings” 
where “the girls are given a chance to ex- 
press their opinions” as the most valuable 
change. Yet in overwhelming majority, by 
explicit or implicit statements, the “open 
door” was considered the factor which 
created the greatest transformation on the 
ward and on the environment. 

Each patient was encouraged to express 
and elaborate on ideas and feelings as- 
sociated with the opening of the door, 
since this was mentioned as the outstanding 
new development. “What does the open 
door mean to you?” and “How do you 
feel about the door being opened ?” were 
questions which evoked multiple reactions. 
Here, most responses stressed the aware- 
ness and appreciation of greater individual 
liberty. As one patient put it with remark- 
able simplicity, “They opened the door and 
they gave freedom.” Another answered, 
“It’s just like saying you are liberated.” 
Many replies centered around past feelings 
of being “cooped up” and enslaved as in a 
“prison.” One patient said, “Now that the 
doors are opened, I feel free . . . We are 
no longer confined . . . Before we just felt 
shut up in the same place all the time, now 
no one is holding you under lock and key.” 
One elaborated, 


You have to have a certain amount of freedom. 
When you can’t do nothing, you're just like a 
prisoner. I resent it if I’m treated like a 
prisoner. You feel like you are lost, no way 
out, and you don’t know how to get out of the 
rut or muck you're in. I would feel resentment 
because I didn’t do anything wrong. I felt 
like I was being punished and I wondered 
what for. I thought it was terrible. Now I feel 
more free. You can’t have complete freedom 
like the animals running wild, but you have 
to have a certain amount of freedom. 


Another statement expressing these same 


thoughts comes from an aggressive patient 
with a behavior disorder, and she states : 


The opening of the door makes patients feel 
they are not put here for confinement, but to 
get well. I felt like a criminal, as if I was put 
here for nothing, doing time for nothing. But 
gradually I saw that I could be free and I was 
not a criminal. Here you come in and you don’t 
know when you are going out and being you're 
locked in makes it worse. I guess by these 
open doors you are less irritable, less hard, 
not confined. You are free. 


Many patients referred to the opening of 
the door as a symbol of trust, and this in 
turn increased self-esteem, level of aspira- 
tion and sense of reliability. Common re- 
sponses included : “It makes you feel you 
are trusted . . . It makes you feel more re- 
sponsible.” One lady made this syllogism on 
the discarded honor card system : “Before 
we had honor cards which meant that you 
were honorable. No honor card meant that 
you were dishonorable. If you were dis- 
honorable, you had to live up to it, and now 
this has changed.” One answered with 
pride: “It shows that the patients are 
trustworthy and no one is dangerous and 
we are not prisoners.” Or again, “It shows 
the doctors have some faith in the patients,” 
and with added hope, “There is less wrong 
with me.” The statement, “It makes me feel 
more confident in myself” was often re- 
peated. 

Individuality, humaneness, as well as re- 
sponsibility, were elements noted in other 
responses. Sensing past humiliations one 
statement put it this way : “By treating you 
like a human being you will behave like 
one.” Many expressed resentment at having 
been “ushered around by attendants in the 
past.” Another said somewhat touchingly, 
“Almost like a forgotten person you were.” 
And in the memories of one patient several 
considerations are echoed as follows : 


It shows I could be trusted. I was being relied 
upon. It gave me a feeling of confidence in 
myself. I didn’t like to be escorted in groups. 
It made me feel like I was a two year old. You 
couldn’t appreciate going like that. It’s not 
proper for people who are grown up. It made 
me feel I was completely irresponsible. People 
escorting you takes away your independence. 
You become institutionalized, regimental, no 


individuality. 
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Reacting to past feelings of frustration 
and custodianship, some patients now 
stressed fewer inner tensions and fewer de- 
pendency needs. Others spoke of greater in- 
terest, closer relationship to things about 
them, and more available energy. Refer- 
ring to the sensation of being “herded,” one 
patient complained, “You get dependent 
after awhile, boredom and laziness sets in ; 
the drive is taken out of you. Now less pa- 
tients are sleeping. There is less lying 
around all over the place.” 

Less tension and less nervousness were 
observed in that “when the doors were 
locked you felt like putting your hand 
through the window.” The ability to get 
out of the ward was used as an outlet for 
many pent-up feelings since “you get 
aggravated staying in. Now you are more 
calm. You don’t lose your temper so much. 
Nerves not so tightened up. You brood less 
about your problems.” 

Yet others mentioned that there was 
“more life. You could go out to meet peo- 
ple.” You could “adjust more easily to a 
freer society, to the outside,” since “when 
you are barred in it seems you are far from 
everything.” With the development of in- 
terests, “more care of appearance” was 
noted and patients remarked that there did 
not appear to be as many physical com- 
plaints. Furthermore, improvements in ap- 
petite and sleeping habits were frequently 
mentioned. 

While the foregoing was an account of 
observations by the patients upon them- 
selves as individuals, they also noted many 
structural changes within the group as a 
unit. Here again, they attributed this as a 
direct outgrowth of the “open door.” Some 
examples are quoted. “Now people are 
more social. When the ward was closed, 
they tended to draw into themselves . . 
“Everybody makes conversations now” and 
“this makes patients gain friends.” Some 
directly mentioned the gradual establish- 
ment of a “community spirit,” since they 
“associated with each other” more often as 
individuals. Socialization and concern for 
each other was also remarked in that “the 
patients try to help each other now, and 
the well patients try to take care of the 
others.” As one more masculine patient put 
it, “You try to take care of the other man.” 


One lady felt she hit the heart of the matter 
when she pointed out that, “Patients are 
deteriorating with the door closed.” 

The greatest majority of patients inter- 
viewed felt that they now could “feel more 
at home.” Expressing the view that “people 
are now more cheerful,” they all felt the 
opening of the door “a wonderful thing” in 
that “it helps all the patients.” There was 
only one exception to this general rule, 
since one patient felt an open door “seems 
very dangerous.” She pointed out “the doors 
frighten me when being open, especially 
when a person is so confused.” Afraid of 
the many hazards and evils she saw in 
daily life she thought that “a person may 
lose their life by going out and drinking 
and getting in front of a car.” Yet even she 
was ambivalent for she went on wistfully, 
“Then the doors would have to be closed 
again.” 

Discussion 


Almost every patient able to communicate 
testified gratefully and poignantly, de- 
scribing their shifts in self-esteem, self- 
confidence and level of aspiration. We 
could not obtain any meaningful data from 
the other 31 patients because of their 
severely regressed state. Either mute, tan- 
gential or circumstantial, they did not re- 
spond clearly to questions although they 
have shown some social improvement. We 
observed that often the more disturbed pa- 
tients preferred to stay on the ward, or if 
they did go out they remained very close 
to the door of the building. Only one pa- 
tient asked to be transferred, and she rea- 
soned she would find it more “comfortable 
and friendly” elsewhere. 

As a group, dynamic structural changes 
were generated. There was more commu- 
nity spirit, group cohesiveness and inter- 
personal relatedness. Goals such as relia- 
bility, responsibility and social conformity 
were awakened. Perhaps this accounts for 
the fact that there have been no grave or 
unfortunate incidents during the period of 
the open door operation (16 months at the 
time of writing ). This, even though patients 
are free to circulate on the grounds at will 
from 9: 30 a.m. to 6:30 p.m., and there 
are no physical barriers separating the hos- 
pital from the city. With but minimal out- 
side supervision, there have been no signifi- 
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cant changes in disturbed behavior, suicidal 
attempts or escapes. 

The responses graphically indicate the 
way in which these patients have reacted 
to their new environment. They surely have 
sensed the beneficial nature of the total 
scheme. Yet it appears evident that for 
them, the ideal of the therapeutic com- 
munity was represented most meaningly 
by the tangible symbol of the opened door. 


SUMMARY AND CONCLUSIONS 


Fifty-five of 86 patients were interviewed 
concerning their attitudes to the “open 
door” as a function of the therapeutic com- 
munity in the research division ward. 


The patients generally agreed that the 


“open door” had played a beneficial role 
in their strivings towards successful re- 
integration and adaptation. 
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THE DOCTOR-PATIENT RELATIONSHIP AND 
ITS HISTORICAL CONTEXT * 


THOMAS S. SZASZ, M. D., WILLIAM F. KNOFF, M. D., anp 
MARC H. HOLLENDER, M. D.? 


The doctor-patient relationship in its 
historical context depends on the medical 
(or psychiatric) situation and the social 
scene. By medical situation is meant the 
technical task at hand and the available 
means to cope with it. The physician’s and 
patient’s capacity for self-reflection and 
communication, as well as their special 
technical skills, are included in the category 
of “medical situation.” The social scene 
refers to the socio-political and the in- 
tellectual-scientific climate of the time. 

In a previous article Szasz and Hollender 
(12) delineated 3 basic models of the doc- 
tor-patient relationship. These are (a) ac- 
tivity-passivity, (b) guidance-cooperation 
and (c) mutual participation. Activity-pas- 
sivity refers to those instances in which the 
physician does something to a patient who 
is completely inactive (or passive). This is 
necessary whenever the patient is un- 
conscious (eé.g., comatose, anesthetized). 
Guidance-cooperation presupposes that the 
physician will tell the patient what to do 
and the latter will comply or obey. Both 
parties are “active” and contribute to the 
relationship. The main difference between 
them pertains to status and power. Mutual 
participation designates a relationship in 
which the doctor-patient contract is es- 
sentially that of a partnership. The physi- 
cian helps the patient to help himself. This 
model is particularly applicable to the 
management of chronic illnesses, to psy- 
choanalysis and to some modifications of 
psychoanalytic therapy. The models are 
illustrated in Table I. 

Employing these conceptual models, we 
propose in this essay to present an histori- 
cal overview of certain changes in the 
doctor-patient relationship. Since our in- 
terest is primarily in calling attention to 
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correlations between social conditions and 
medical practice models, we shall comment 
only on a few historical periods. These will 
be offered as vignettes to illustrate our 
thesis. The following epochs and their 
concomitant doctor-patient patterns will 
be considered : 1. Ancient Egypt (approx. 
4000 to 1000 B.C.). 2. Greek Enlighten- 
ment (approx. 600 to 100 B.C. ). 3. Medieval 
Europe and the Inquisition (approx. 1200 
to 1600 A.D.). 4. The French Revolution 
(late 18th century). 5. Central Europe 
(late 19th century). 6. The contemporary 
American scene (post World-War II). 


ANCIENT EGYPT 


From earliest times, man feared helpless- 
ness in an unknown universe. In his own 
defense he invented methods of coping with 
anxiety. Implicit in these methods has been 
man’s belief in an ability to manipulate 
events, to control and direct nature in his 
own behalf. 

The doctor-patient relationship, which 
evolved from the priest-supplicant rela- 
tionship(2), retained the belief in an 
ability of a parent-figure to manipulate 
events on behalf of the patient. Fearing 
helplessness, sickness and death, man has 
attempted to master nature by means of 
1. Magic and mysticism, 2. Theology and 
3. Rationality (or science). Each of these 
evolving belief systems, with its particular 
technology, has served the healing art. 
Healers have been in the past (and con- 
tinue to be in the present) magicians, 
priests and doctors. With the development 
of social organization, or civilization, the 
healing role became institutionalized as 
sorcerer, shaman, priest and physician. 
Each was imbued with the metaphor of 
magic. At various times, these diverse heal- 
ing roles have existed side by side in the 
same society; they may also co-exist in 
the role-functions of a single individual 
(e.g., the shaman). As the functions of 
instinctive self-help and mutual aid were 
gradually institutionalized into specialized 
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TABLE 1° 


Three Basic Models of the Physician-Patient Relationship 


PHYSICIAN’S 
ROLE 


PATIENT’S 
ROLE 


CLINICAL 
APPLICATION PROTOTYPE 
OF MODEL OF MODEL 


1. ACTIVITY- DOES SOME- RECIPIENT (UN- ANESTHESIA, E.C.T., | PARENT-INFANT 
PASSIVITY THING TO ABLE TO RESPOND | ACUTE TRAUMA, 
PATIENT OR INERT) COMA, DELIRIUM, 
ETC. 
2. GUIDANCE- TELLS PATIENT COOPERATOR ACUTE INFEC- PARENT-CHILD 
COOPERATION | WHAT TO DO (OBEYS) TIOUS PROC- (ADOLESCENT) 
ESSES, ETC. 


MUTUAL PAR- 


TICIPATION 


HELPS PATIENT 
TO HELP HIMSELF 


PARTICIPANT IN 
“PARTNERSHIP” 
(USES EXPERT 


MOST CHRONIC 


ILLNESSES, PSYCHO- 


ANALYSIS, ETC. 


ADULT-ADULT 


HELP) 


* A slightly altered version of a table which appeared originally in Szasz, T. S., and Hollender, M. H. : 


A Contribution to the Philosophy of Medicine. The Basic Models of the Doctor-Patient Relationship. 


healer roles, status-role differences between 
healer and sufferer appeared for the first 
time. 

Describing the treatment process, Siger- 
ist stated : 


The magician came or the patient was brought 
to him. After some preparation, some purifica- 
tions, the magic words were spoken, some rites 
were performed, and all was over. In many 
cases this was probably enough for the pa- 
tient who was under great nervous tension to 
feel suddenly improved or even cured (6). 


Even ancient Egyptian medicine, how- 
‘ever, was not devoid of empirico-rational 
features. These were largely limited to the 
treatment of externally visible disorders, 
such as fractures. Problems of “internal” 
me2dicine—like those of psychiatry—present 
certain observational difficulties in the face 
of a “naive” (culturally unsophisticated or 
childish) approach. Thus an infusion of 
magic in connection with these medical 
endeavors has persisted much longer than 
in relation to external and visible parts of 
the body. Even today, children—and people 
generally—have many more fantasies (and 
“fantastic” ideas) about the insides of 
their bodies than they do, for instance, 
about their hands or feet. 

It seems anlikely—and this is largely an 
assumption, since we possess little informa- 


A.M.A. Archives of Internal Medicine, 97: 585-592, 1956. 


tion on this subject—that in ancient Egyp- 
tian medicine the activity-passivity type of 
relationship was ever altered. Neither the 
social circumstances nor the technical tasks 
and tools available were such as to require 
a modification of this relationship. 


GREEK ENLIGHTENMENT 


As Zilboorg noted, “Hippocrates lived in 
an age unique in history . . . It was the 
age of Hellenic enlightenment”(13). 

In about the fifth century, B.C., the 
Greeks developed a system of medicine 
based on an empirico-rational approach. 
By this it is meant that they relied in- 
creasingly on naturalistic observation, sup- 
plemented by practical trial and error 
experience, abandoning, as much as they 
could(2) magical and religious explana- 
tions of bodily disorders. Singer, for 
example, described the Hippocratic writers 
as 


. clear-eyed observers, unmoved in their 
pursuit of truth by any preconceived view of 
its nature, uncorrupted by the jargon of the 
schools, naked heroes of science facing the 
world as it is and not as it may be thought 
to be(7). 


Hippocrates’ rationalistic orientation can 
be best illustrated by the famous statement 
attributed to him concerning epilepsy : 


a 
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As for this disease called divine, surely it too 
has its nature and causes whence it orginates, 
just like other diseases, and is curable by 
means comparable to their cure(7). 


In carrying empirical medicine to new 
heights, the Greeks were among the first 
to emphasize and develop what has be- 
come an historically important schism, 
namely, the separation of medicine (and 
science) from religion (and ethics). Po- 
litically, too, they were among the first 
nations to evolve toward a democratic 
form of social organization. They recog- 
nized the desirability of equality, at least 
among the elect (i.e., among the nobility 
or “non-slaves”). Guidance-cooperation, 
and to a lesser extent, mutual participa- 
tion, were the characteristic patterns of 
the doctor-patient relationship. The Hip- 
pocratic oath, while overtly a code of 
ethics for the physician, is, in a less obvious 
sense, also a “Bill of Rights” for the pa- 
tient. The rules of the game (as it were), 
codifying the physician’s prescribed atti- 
tude toward his patient, were defined, in 
part, as follows : 


The regimen I adopt shall be for the benefit 
of my patients according to my ability and 
judgment, and not for their hurt or for any 
wrong . . . Whatsoever house I enter, there 
will I go for the benefit of the sick, refraining 
from all wrongdoing or corruption, and es- 
pecially from any act of seduction, of male or 
female, of bond or free. Whatsoever things I 
see or hear concerning the life of men, in my 
attendance on the sick or even apart there- 
from, which ought not to be noised abroad, I 
will keep silence thereon, counting such things 
to be as sacred secrets(8). (italics added). 


This oath is of considerable interest from 
the point of view of the doctor-patient 
relationship and its connections with the 
prevalent socio-political pattern of its time. 
Not only does the Oath reflect the con- 
temporary ethical ideal of democracy for 
—and equality among—the free citizens of 
the state, but it rises above it and com- 
mands a higher level of humanism. We 
base this inference on the Hippocratic 
injunction to accord the same human 
privileges to the “bonded” patient, for 
slave, as accorded to free citizens of the 
state. Hippocratic tradition raised medical 
ethics above the self-interests of class and, 


by implication, nation. This supranational 
concept of health as an ethical value per- 
sists to this day, but it has undergone 
important reverses during practically every 
major war and social upheaval. 


MEDIEVAL EUROPE AND THE INQUISITION 


The revival of religious and mystical 
world views following the fall of the 
Roman Empire, and culminating in the 
Crusades and witch-hunts of the middle 
ages, brought with it a regression in both 
political and medical relationships. A ma- 
jor historical event worthy of special men- 
tion occurred in 1484, when Pope Innocent 
VIII issued a papal bull in support of the 
popular medieval belief in witches. 

The Inquisition now shifted into high 
gear. Two inquisitional theologians, Spreng- 
er and Kraemer, authored that medieval 
textbook of clinical psychiatry entitled 
Malleus Maleficarum—The Witches’ Ham- 
mer—which fanned a smouldering demon- 
ology into a flame which engulfed Europe 
and eventually spread to the shores of 
the New World.’ In regard to this period, 
Zilboorg observed : 


Galen’s humoral theory is pushed into the 
background and the devil is elevated [again] 
to the role of causative agent of melancholy. 
Sin and mental disease have become equated 
in the mind of man ; the major sin of man and 
woman and the major preoccupation of the 
devil is sex(13). 


Thus the primitive, magico-religious be- 
liefs embodied in the Old and New Testa- 
ments were revitalized and charged with 
power. Social relations, too, drifted towards 
ever-increasing depths of inequality and 
exploitation. While feudal monarchies 
dominated the political scene, medieval 
Catholicism rose to achieve a level of 
secular power unmatched in its history. 
The political dominance of feudal royalty 
was paralleled by the moral dominance of 
contemporary religion. The divine right 
of kings had as its corollary the subjugation 
of the masses. Magic, mysticism and super- 
stition were rampart. Good and evil were 


8 Although Massachusetts reversed most of its 
witchcraft convictions in 1711, it was as recently 
as August, 1957 that the names of 6 women, ex- 
ecuted in Salem, and branded as witches for 265 
years, were cleared by legislative resolve. 
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God-given and sharply and _ indelibly 
etched. This was the tenor of the time. As 
would be expected, medicine and religion 
were inextricably entwined. The physician, 
imbued with magical powers shared by 
the priests, was in an exalted position. His 
patient, unless of the nobility, was re- 
garded as a helpless infant. The model of 
the doctor-patient relationship, like that 
of lord-serf, was activity-passivity. 

Mental disorders, too, it should be noted, 
were regarded in the religious frame of 
reference. People were, so to speak, either 
possessed by God, and therefore saints, or 
possessed by the Devil, and hence witches. 
Neither fell within a category which could 
be called “medical” or “psychiatric.” 

It is interesting to note, in this connec- 
tion, that while in our time there has been 
a widespread desire to exonerate, as it 
were, the witches either as innocent victims 
of their time, or as “mentally ill” rather 
than “bewitched,” there has been no simi- 
lar clamor for revising the diagnostic 
category of “saint” (e.g., Joan of Arc). Yet 
it would seem that if logic rather than 
sentimentality governs the up-grading of 
“witches” to “patients,” an analogous down- 
grading of “saints” to “patients” would 
follow( 10). 

It is consistent with the “human atmos- 
phere” sketched above that it was during 
this period that the insane asylums, which 
were nothing but dungeons in which mental 
patients were chained until they died, came 
into being. Such were the historical—and 
from the point of view of the evolution of 
man’s struggle for freedom, logical—ante- 
cedents of the French Revolution. 


THE FRENCH REVOLUTION 


The spirit of liberalism initiated by the 
Renaissance, fostered by nascent Pro- 
testantism and brought to a high pitch by 
the French Revolution re-animated man’s 
search for equality, dignity and empirical 
science as opposed to dogma. The suc- 
cessful Protestant “protest”—the original 
meaning of this word is probably rarely 
remembered now——against the unopposed 
might of the Roman Catholic Church was 
followed by America’s successful overthrow 
of English dominance, and then by that 


momentous social upheaval, the French 
Revolution. 

There are striking illustrations of the 
effects of the dominant socio-political 
events on medical behavior during this 
period. As we noted, the pre-revolutionary 
dungeon which served as a mental hospital 
was the appropriate place of confinement 
for socially undesirable elements in a 
society which viewed life and the deviant 
people in it only in two colors : black and 
white—witch and saint. The French Revolu- 
tion—and the events which led to it— 
brought this period to a socio-political 
end. Pinel’s effort to free mental patients 
was equally dramatic, but it would seem, 
much less effective. Today, we look upon 
the “open hospital” and so-called milieu- 
therapy as if they constituted modern 
dynamic-psychiatric innovations. Yet, their 
relevance seems to lie mainly in that 
mental patients were until recently—and 
are today still—“locked up” (committed) 
(11). Relieving them from this social and 
iatrogenic trauma may then seem like a 
form of “therapy.” How different is this 
phenomenon from the well-known witticism 
about the man beating his head against 
the wall, because—as he said—it felt so 
good when he stopped it ? 

The effect of Pinel’s efforts, however, 
should not be minimized. Certainly the 
status of the patient and the attitude of the 
physician were altered. The model of this 
relationship, accordingly, changed (al- 
though not completely) from activity-pas- 
sivity to guidance-cooperation. It should be 
recalled that more than 200 years earlier, 
Weyer had advocated reforms in the treat- 
ment of the “insane.” His pleas, how- 
ever, fell on deaf ears. He was, so to 
speak, ahead of his time. By this it is 
meant that he advocated an altered doctor- 
patient relationship which was premature 
in terms of the social scene. 


LATE NINETEENTH CENTURY CENTRAL EUROPE 


The rapid growth of science during the 
18th and 19th centuries led to the develop- 
ment of the physician as the expert engi- 
neer of the body as a machine. This state 
of affairs favored, as we know, develop- 
ments principally in microbiology and 
surgery. Concurrently, patterns of the doc- 
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tor-patient relationship stressed the latter's 
dependency and inferiority. In medicine 
proper, the development of anesthesia 
stimulated progress in surgery. The main 
non-surgical illnesses of the time were, of 
course, syphilis, tuberculosis and typhoid 
fever. In treatment, the activity-passivity, 
or at most the guidance-cooperation, type 
of doctor-patient relationship prevailed. 

In the late 19th century two major 
psychiatric trends developed. One was the 
Kraepelinian, or “organic” approach ; the 
other, originated by Breuer and Freud, 
was the psychoanalytic—and in a broad, 
contemporary sense, the psycho-social— 
approach. Both, as we well know, are still 
very much with us and constitute, in fact, 
the principal conceptual and methodologi- 
cal viewpoints of present-day psychiatrists. 

Commenting on this phase of psychiatric 
history, Szasz stated : 


Kraepelin’s chief objects of observation were 
inmates of mental hospitals[4]. He studied 
them by direct common-sense observation. The 
underlying assumption was first that they 
suffered from diseases much the same as other 
diseases with which physicians were familiar, 
and second that society and the physicians 
who studied them were “normal” and consti- 
tuted the standards with which their be- 
havior was compared. Accordingly, patients 
were subsumed under categories (“diagnoses”) 
based on the behavioral phenomena (“symp- 
toms”) that were judged to be dominant. The 
spirit of the inquiry precluded emphasis on 
specifically individualistic features and deter- 
minants. Kraepelin’s approach, as Zilboorg 
[13] noted, was therefore at once humane and 
inhuman. He was interested in man, but was 
not interested in the patient as an individual 


(9). 


The Kraepelinian or “organic” approach 
to psychiatry thus rests on the premise 
that the patient “has”—in the sense that 
he “possesses” something—a “disease.” The 
eradication of the disease is thus pictured 
on the model of ridding the body of patho- 
genic bacteria. In a way this is a scientifical- 
ly updated analogue of exorcising the 
devil(5). Adherence to this orientation 
predisposes to continued espousal of the 
activity-passivity or the guidance-coopera- 
tion models as the appropriate types of 
doctor-patient relationships in psychiatric 
treatment. 


From the standpoint of our present 
interest, one of the most significant fea- 
tures of Breuer’s psychological discoveries 
lies in the great attention which he was 
able to pay to his patient as a human being. 
In terms of the doctor-patient relationship, 
the cathartic method meant that it was 
worth while fo listen to the patient at great 
length. While this may seem like a minor 
point today, it should be remembered that 
the listening role, extended over a period 
of time, was a radical departure in the 
medical and psychiatric practice of the 
19th century. 

Breuer’s personal qualities and interests 
made it possible for him to develop what 
must be judged as the first genuinely 
communicative relationship (in a medical 
setting) between doctor and patient. As a 
result of it, as Breuer reported, the pa- 
tient’s “. . . life became known to me to 
an extent to which one person’s life is 
seldom known to another. . .”(1). 

Breuer’s relationship with his patients 
must, for proper emphasis, be contrasted 
with that of Charcot. Charcot, no doubt, 
may have divined some of his patients’ 
secrets such as unfulfilled (sexual ) longings. 
We submit, however, that he never knew 
his patients in the sense in which Breuer 
and Freud came to know theirs. According- 
ly, Breuer and Freud’s historical role lies 
(among others) in having reintroduced, as 
it were, the patient into the medical arena 
as an active, cooperative—and indeed, col- 
laborative—participant in illness and in 
health. The early cathartic method opened 
the way not only to the psychoanalytic 
method but—from the point of view of the 
doctor-patient relationship—also to the de- 
velopment and broad implementation of 
the model of mutual participation. 

It is apparent that while in the Krae- 
pelinian viewpoint “mental diseases” are 
regarded as entities located in the patient's 
body, and usually in his brain, according to 
the psychoanalytic approach—as it is 
generally understood today—the same 
phenomena are considered as problems or 
conflicts in human relationships. The full 
effect of these divergent views on the nature 
of the doctor-patient relationship has been 
appreciated only recently. 

There is the danger of over-psychologiz- 
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ing Breuer and Freud's early ideas con- 
cerning the nature of their own work. It 
seems to us that while they were well 
aware of the “human problems,” so to 
speak, with which they dealt, they never- 
theless continued to formulate their work 
in the traditional theoretical framework 
of their time (i.e., “disease-and-health” ). 
The alleged diseases simply were regarded 
as belonging to a special group, namely 
those due to the damming up of libido. 
Moreover, according to Strachey, 


To the end of his life, Freud continued to 
adhere to the chemical aetiology of the “actual” 
neuroses and to believe that a physical basis 
for all mental phenomena might ultimately 
be found(1). 


THE CONTEMPORARY AMERICAN SCENE 


The development of our current ideas 
and practices, both in medicine and in 
psychiatry, reflect the influeuces of 3 main 
factors: 1. From psychoanalysis specifical- 
ly, and more generally from modern Ameri- 
can psychiatry (Meyer, Sullivan), stems 
an increasing appreciation of the impor- 
tance of the patient’s role as that of a self- 
determinate partner in the therapeutic 
relationship. 2. Increasing medical and 
social emphasis on chronic illnesses (e.g., 
diabetes, arthritis, cardio-renal diseases, 
etc.) during the first half of this century 
made it necessary for physicians to enlist 
their patients’ collaboration as medical 
assistants, as it were, in the management 
of their own health problems.‘ Since “com- 
plete cure” is not a meaningful concept 
in most of these medical situations, it is 
for technical reasons usually impossible 
for the physician to rely on active-passive 
techniques. The guidance-cooperation mod- 
el is therefore feasible but falls short of 
being desirable. 3. The steady drift in 
social relations (in America as well as in 
most parts of the world) toward increasing 
acceptance of, and often insistence on, 
“democratic” or “socialistic” (equalitarian) 
patterns of behavior exerts—we assume—a 


4In this connection it is interesting to recall the 
Hippocratic aphorism, “Life is short, art is long, 
opportunity fugitive, experimenting dangerous, reason- 
ing difficult: it is necessary not only to do oneself 
what is right, but also to be seconded by the patient, 
by those who attend him, by external circumstances” 
(3, p. 96; italics added). 


pressure on medical relations to conform to 
a similar pattern, whenever possible. 

In (non-psychiatric) medicine, all these 
factors tend to favor the increasing utiliza- 
tion of mutual participation in the doctor- 
patient relationship. At the same time, the 
doctor is involved, probably more often 
than ever before, in the task of educating 
his patient in matters of health, illness 
or treatment. 

In psychoanalysis and psycho-socially 
oriented psychiatry, the same factors have 
led to two major developments. One is the 
relatively widespread acceptance of, indeed 
demand for, psychotherapy. Thus, the 
social and economic success of psycho- 
analysis, which has been greater in the 
United States than in any other country, 
probably has resulted—as has been sug- 
gested by others too—from the political and 
socio-economic climate of this country. The 
second development, in which psycho- 
analysis again has pointed the way, is the 
need in many situations for both doctor 
and patient to scrutinize the very relation- 
ship in which they are engaged. Freud's 
fundamental concept of “transference” was 
the first step in this direction. Inquiry 
along this line received great impetus, 
however, also from the work and findings 
of sociologists and cultural anthropologists. 

All this is not to say that the psycho- 
analytic method of treatment rests wholly 
on, or employs only, the model of mutual 
participation. There is controversy over 
certain important variables in this regard, 
for example concerning how much regres- 
sion is fostered by the analyst in the 
analytic situation. Since we are not con- 
cerned now with a discussion of the precise 
details of a particular mode of psychiatric 
or medical treatment, it should suffice to 
note that the scrutiny of diverse therapeutic 
interactions in terms of their characteristic 
doctor-patient relationships would consti- 
tute an important means of clarifying 
dissimilar operations, now subsumed by a 
single name (e.g., “psychotherapy” ). 


SUMMARY 


The doctor-patient relationship which 
characterizes a given situation depends on 
two principal categories of variables: the 
medical situation and the social scene. 
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The cultural matrix impinges on the in- 
dividual characteristics of both physician 
and patient in the form of learned orienta- 
tions to disease, treatment, cure and to the 
doctor-patient relationship itself. 

We have briefly reviewed and com- 
mented on the probable connections be- 
tween the socio-historical and intellectual- 
scientific circumstances of 6 historical 
epochs and the prevalent type(s) of doctor- 
patient relationship. 

It is our thesis that the value of a 
specific pattern of the doctor-patient rela- 
tionship can be established only by evaluat- 
ing all the relevant and pertinent variables. 
We would suggest, however, that awareness 
of the cultural relativity of the doctor- 
patient relationship should make us skepti- 
cal of the assumption that our current 
practices are “good” or the “best possible.” 
Probably more often than not, they are 
neither, but simply reflect the congruence 
of social expectations and socially shared 
ethical orientations of physicians. In this 
connection, physicians, and perhaps psy- 
chiatrists particularly, explicitly may con- 
sider which of the following 3 alternatives 
they favor: 1. That they reflect the pre- 
valent social values and expectations of 
their culture ; 2. That they lag behind the 
social changes of the time and represent 
the values of the immediate past; or 3. 
That they join with those forces in society 
which lead to its modification (whether to 
“progress” or “regress” ). Critical examina- 


tion of the doctor-patient relationship 
usually predisposes to change, while non- 
scrutiny of human social relations favors 
the status quo. 
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There has been rapid growth of the 
mental hygiene movement in the last 5 
years. Psychiatry has contributed to this 
by sharing its knowledge with other groups, 
such as social workers, psychologists, legal 
authorities, educators and physicians, all 
of whom deal with troubled people. For 
several years the clergy have sought a 
better understanding of emotional diffi- 
culties in their parishioners, and some of 
the churches have conducted seminars and 
courses for their clergy. The Roman Catho- 
lic Church has shown increasing interest 
since the papal pronouncements of Septem- 
ber, 1952, and April, 1953, which went a 
long way in removing some of the sus- 
picions held toward psychiatry. However, 
in Roman Catholic circles pastoral psy- 
chology is acknowledged only as subordin- 
ate to pastoral theology, sometimes leaving 
it a victim of haphazard presentation in 
the seminaries, and oversimplified rules of 
thumb in parish practice. 

Previous efforts to communicate under- 
standing and technics to the clergy were 
of two general types. One was the state 
hospital type of one-day-a-week program 
to acquaint the local pastors with pro- 
cedures of commitment, treatment and re- 
turn of the patient to the community, and 
methods of emotional support to all con- 
cerned through this trying period. The 
second type was problem-oriented, and ex- 
perts in theology and psychiatry gave 
complementary viewpoints on _ specific 
pastoral problems such as feelings of guilt 
or sexual deviations. 

In 1954, Father Alexius Portz, O.S.B., 
with the guidance and encouragement of 
Abbot Baldwin Dworschak, proposed a dif- 
ferent type of workshop which would be 
primarily an orientation program and would 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 
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deal in a group-dynamic way with the 
feelings of the participants. It was planned 
to bring in clergymen of all denominations 
who had little formal education in the field 
of mental health to participate in lectures 
and seminars and to mingle intimately for 
a week with a faculty of psychiatrists, 
psychologists and social workers. The 
sponsorship of the Most Reverend Peter 
W. Bartholme, Bishop of St. Cloud, was 
secured, and the Hamm Foundation, St. 
Paul, Minnesota, gave a generous grant 
each year to finance the workshop. A Board 
of Directors was appointed to plan the 
program and secure the faculty, and this 
Board included two Catholic psychiatrists, 
a Jewish and an Episcopalian psychiatrist, 
a Lutheran psychologist, a teaching sister 
trained in psychology, and a Catholic chap- 
lain of a state hospital. 

The purpose of this report is to record 
our experiences for others who may wish 
to undertake such a fruitful and rewarding 
endeavor. When it was organized in 1954 
there were no available accounts of the 
structure of such a large-scale and intensive 
course, and no tested and established proto- 
col to follow. Since then we have learned 
a good deal in the hard school of experi- 
ence concerning course materials, curricu- 
lum and group dynamics, which may have 
value to those planning similar workshops. 
The increasing interest in this area, the 
improving relationships between clergy and 
psychiatrists, and our own experience 
would suggest that there will be an even 
greater demand in the future for such 
sharing of data and technics. 


ORGANIZATION 


The Board of Directors planned 3 week- 
long workshops for clergy of all faiths. 
The primary purpose was to promote com- 
munity mental hygiene by improving the 
understanding and skills of the clergy who 
were frequently the first to be consulted in 
times of trouble. It was believed that it was 
far more important for the participating 
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clergy to leave the workshop with emotion- 
al acceptance and some understanding of 
the theoretical and practical structure of 
psychiatry and how its practitioners func- 
tioned, than to leave with a bulging note- 
book and a smattering of psychologic terms. 
To engender a deeper understanding of the 
human personality and the roots of human 
behavior was the primary goal to be sought. 

To accomplish this it was deemed neces- 
sary to provide some didactic and theoreti- 
cal instruction, because it was apparent 
that the majority of participants were quite 
unversed in psychiatric concepts. However, 
no matter how wise, precise and skillful a 
lecturer may be, there are always many 
misunderstandings arising in the audience, 
especially when dealing with emotionally 
charged and potentially controversial ma- 
terial. It was obvious that these areas of 
confusion and misconception must be dealt 
with in small discussion groups where free 
interchange and genuine changing of at- 
titude could occur. Our experience has 
shown that both types of learning experi- 
ence are necessary; discussion groups 
without a didactic backbone tend to be- 
come aimless and unproductive. It was 
learned that the lectures were not too con- 
strictive to the small seminar groups; 
when there was a group urge in a certain 
direction it could be followed without 
reference to the lecture material. 

It was decided to have 2 lecturers and 
4 seminar leaders for a group of 40 par- 
ticipating clergy. The latter were divided 
in groups of ten for each seminar leader. 
There was a 1-hour lecture in the morning 
and 15 minutes of questions afterward, and 
this was followed by a seminar period of 
1% hours of discussion. The same schedule 
was repeated in the afternoon with a dif- 
ferent lecturer. In the evening there were 
round table or panel discussions on subjects 
which could not be presented in the lec- 
tures, and this permitted a longer period 
for questions and answers by several of 
the faculty. 

The period of 1 week in duration (4% 
days beginning Monday morning) proved 
to be an ideal period. A shorter time would 
not have allowed the friendships and group 
spirit to develop. A longer workshop is 
impractical because of the necessity of 


the clergy to meet their parish obligations. 
They usually arrived late Sunday evening 
and left early the following Saturday to 
conduct Sunday services at home, and it 
was our impression that this type of sched- 
uling was important. 


SETTING 


The setting for our workshop was the 
beautiful St. John’s Abbey and St. John’s 
University at Collegeville, Minnesota. We 
believe that the setting is an extremely 
important factor. Some of our success was 
due to the fact that the workshop was 
held at a distance from any town and re- 
moved from any distracting influences. The 
group worked together through the day 
and evening, had meals and “coffee breaks” 
together, and usually broke into smaller 
groups for shared recreation or informal 
discussions. The faculty was strongly urged 
not to band together but to circulate con- 
stantly among the participants to be avail- 
able for personal discussions with as many 
as possible. Often thorny issues were re- 
solved by amicable discussion while sitting 
on the diving float or while walking through 
the woods. Inasmuch as everyone had 
rooms in the same dormitory there were 
innumerable independent discussion groups 
far into the night, or participants informally 
dropping into the room of a faculty member 
to discuss some problem of the parish. Had 
the workshop been held in a less isolated 
area it would have been impossible to pre- 
vent distractions and group-divisive in- 
fluences. 


FACULTY 


The faculty was chosen with greatest 
caution because there have been so many 
misunderstandings and antagonisms in the 


5 Faculty of the St. John’s Institute for Mental 
Health, 1954 to 1957 inclusive: C. Knight Aldrich, 


M.D., Chicago, Ill.; Kenneth E. Appel, M.D., 
Philadelphia, Penn.; Leo H. Bartemeier, M.D., 
Baltimore, Md. ; Rev. William C. Bier, S. J., Ph.D., 
New York, N. Y.; H. Waldo Bird, M.D., Ann 
Arbor, Mich. ; David A. Boyd, Jr., M.D., Rochester, 
Minn. ; Francis J. Braceland, M.D., Hartford, Conn. ; 
C. H. Hardin Branch, M.D., Salt Lake City, Utah ; 
Henry W. Brosin, M.D., Pittsburgh, Penn. ; Frank 
J. Curran, M.D., Charlottesville, Va. ; Alan Chall- 
man, M.D., Minneapolis, Minn. ; John R. Cavanagh, 
M.D., Washington, D. C. ; Chester R. Dietz, M.D., 
Wilmington, Del. ; Dana Farnsworth, M.D., Cam- 
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fields of religion and psychiatry. The main 
qualifications were professional compe- 
tence, teaching ability, and a belief in God 
and a Divine Providence. No question was 
raised about the school of psychiatry or 
psychology from which the teachers came. 
After 4 years’ experience with 72 full-time 
faculty members it became apparent that 
openness and sincerity were the crucial 
qualifications of a successful staff. When 
the lecturer or seminar leader became de- 
fensive of his own position and took refuge 
in intellectualizations, the clergy were dis- 
couraged in exposing and resolving their 
own anxieties about how they had dealt 
with certain emotional problems, or in 
expressing their hostility generated by mis- 
guided zeal and unfortunate previous ex- 
periences with a psychiatrist. When the 
clergy were sufficiently comfortable and 
secure to express their feelings, it was found 
frequently that their hostilities were due to 
second-hand and distorted reports about 
psychiatrists. 


PROGRAM CONTENT 


The staff was expected to avoid the 
theoretical approaches and controversial 
areas in psychiatry which would only serve 
to confuse and antagonize a group of 
clergymen who lacked formal training in 
the field. There was an equally determined 
aveidance of philosophical and theological 
concepts. The emphasis of the workshop 
was placed upon practical methods of deal- 
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ing with emotionally sick people, gained 
through an understanding of the factors 
producing emotional pathology. The ap- 
proach was to be through feelings and 
understanding attitudes and not through 
intellectualization. 

The two lecturers for each workshop 
organized their talks within the following 
6 basic areas: 1. Symptoms of mental ill- 
ness, 2. The normal personality and ma- 
turity, 3. Delinquency, psychopathy and 
alcoholism, 4. Family relationships and per- 
sonality development, 5. How to interview, 
and transference effects, and 6. Anxiety and 
guilt. 

The faculty met daily to discuss their 
individual experiences and report new 
questions that had been raised. There was 
a discussion of the resistances from the 
participants, their response to the lectures, 
and reports concerning subject matter 
which they were having difficulty in under- 
standing. During the week the faculty de- 
veloped a cohesiveness and feeling of unity 
that was remarkable. Their own anxieties 
and doubts faded away as they realized 
how much was being learned by the clergy 
and how valuable the information was to 
them. They found that the participants 
were really friendly to them and their 
teaching, and quite willing to absorb the 
new viewpoints offered. 


PARTICIPATING CLERGY 


Early in the week of each workshop there 
was some wariness on the part of the 
participants and infrequent examples of 
frank hostility. Many had not had the ex- 
perience of working closely with psychia- 
trists and some actually had had unfortu- 
nate experiences with them. Anxiety some- 
times developed out of the difficulty of 
some of the participants in attempting to 
reconcile this new information with their 
theological precepts. Some had difficulty 
at first in accepting the injunction not to 
philosophize, since this was the way they 
had studied and worked since entering the 
field of religion. The Board met this prob- 
lem by including teachers who had a special] 
interest in theology and who could relate 
the philosophical content to the subjects 
discussed in the lectures and seminars. 
The fact that some of the faculty were not 
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Roman Catholic caused some of the Catho- 
lic priests to question whether these psy- 
chiatrists could deeply appreciate the 
particular problems which priests must 
face. Some participants were concerned 
about mistakes they had made in the past 
in working with emotionally sick parish- 
ioners, while others were concerned about 
raising questions which had troubled them 
but which they felt had not concerned 
others in their group. In the course of 
working together, they soon found a com- 
monness of their problems and realized 
that other members of the seminar group, 
as well as their leader, gave serious con- 
sideration to every kind of emotional 
problem. 

Usually the anxiety was expressed by a 
lessened spontaneity, asking provocative 
questions, retreating behind philosophical 
barriers, or referring to unpleasant and un- 
fortunate previous experiences with psy- 
chiatrists. Within a day or two the evidence 
of this anxiety was much decreased for 
reasons that are not completely clear to us. 
We have speculated that as the group 
became more cohesive and the members 
became aware of mistakes made by other 
participants and by the psychiatrists as 
well, they felt less insecure and therefore 
less defensive. The psychiatrist's willingness 
to admit that he sometimes felt angry at 
some patients and upset when they did 
not co-operate probably helped them to 
feel that he too was a sincere human being 
who was just as interested in the personal 
welfare of those he served as they were. 
It was helpful if the psychiatrist early 
demonstrated his personal warmth and his 
concern for the welfare of the patient and 
the family who were affected by emotional 
illness. 

As the anxiety lessened toward the 
middle of the week, the group felt free 
to discuss any and all subjects and there 
was a noticeable feeling of relief in both 
the participants and the faculty. More 
humor was injected into the discussion, 
and tension largely disappeared. 


PROGRAM ACHIEVEMENTS 


Some of the more important contribu- 
tions the workshop makes to the partici- 
pants are as follows : 


The participants learn to be able to 
recognize the outstanding characteristics 
of the different kinds of emotional illnesses 
—particularly how to recognize psychotic 
illness. 

They come to appreciate the value of 
listening attentively to their disturbed 
parishioners, interrupting only to ask ques- 
tions which help them to recognize the 
extent of the illness. They are impressed 
in the seminar sessions with the many ques- 
tions the psychiatrist asks of them when 
they present a case, in order to be certain 
of the diagnosis before treatment is sug- 
gested. 

More than anything else they learn that 
the workshop is not designed to make of 
them fellow therapists, and that to diagnose 
and treat emotionally sick people requires 
many years of very intensive training. 

They learn how to refer patients who 
require psychiatric care in a way that is 
least upsetting to the patients and to their 
families. 

They learn the ways in which they can 
be most useful to the patient who has 
been institutionalized because of mental 
illness, and to his family. 

They discover that some disturbed pa- 
tients who refuse to see a psychiatrist can 
continue to be counseled by them under 
supervision of a psychiatrist. 

They learn how to deal with the hostility 
of their sick parishioners without them- 
selves becoming anxious and angry. 

They learn how to become better coun- 
selors through an understanding of ego 
therapy, especially methods of support and 
clarification. They learn about the work 
of the social agencies in dealing with many 
of the social and emotional problems affect- 
ing the families of individuals who are 
emotionally ill. They learn the principles 
of personality development and of the 
genetic factors that produce family prob- 
lems, disorganization and delinquency. 
They see how cultural factors affect family- 
life patterns of behavior. 

They learn how unconscious factors play 
a part in producing conflict and illness, and 
interfere with successful treatment. They 
can better understand the perplexing prob- 
lem of religious scrupulosity, even if they 
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do not learn how to rid the parishioner of 
his compulsivity. 

They learn how unconscious factors in- 
fluence the capacity of individuals to give 
and receive affection, relate themselves to 
others, and enjoy the work they do. 

They come to recognize the unconscious 
components in parents that force them to 
keep their children in a state of neurotic 
dependency or acting out in delinquency. 

They learn that often as a result of 
psychotherapy, the parishioner is able for 
the first time to accept religion and prayer, 
having been rid of an unconscious need 
to suffer and not be forgiven. 


PARTICIPANT EVALUATIONS 


Each faculty group has been self-critical 
of its approach both in daily faculty meet- 
ings and in an evaluation session after 
the workshop. Questionnaires and various 
spontaneous expressions by the participat- 
ing clergymen are possibly a better indica- 
tion of the program results that we can 
reasonably claim. In the past 4 summer 
series of workshops 494 clergymen of vari- 
ous faiths have taken part. 

How open-minded were these priests, 
ministers and rabbis toward the facts and 
theories of psychiatry ? An extensive ques- 
tionnaire administered at the beginning and 
the end of each workshop was intended to 
reveal the opinions and shifts of attitude 
of participants toward this and similar 
questions. Approximately 300 clergymen 
completed both forms in the first 3 years. 

The personal reaction of these men when 
faced with pastoral problems in which 
psychiatric factors are important definitely 
changed. The “helpless feeling” which 
sometimes renders the pastoral counselor 
ineffective was dispelled. At least ques- 
tionnaire results indicate that the partici- 
pants are now more accepting of people in 
trouble, that they are more confident in 
their own roles. Most clergymen thought 
that emphasis on the study of psychology 
and psychiatry in a pastor’s training should 
be “very considerably increased.” 

In the question of conflict or friction 
between religion and psychiatry, ratings 
on an 80-point scale ranging from “Conflict 
only apparent ; disappears when clarified” 
at the zero end, to “Irreconcilable conflict 


in such major respects they can hardly be 
fitted together in practice” at the 80-end, 
reveal a good deal. The average pre- 
liminary rating fell under the verbal de- 
scription, “Some real elements of conflict, 
but largely compatible.” The final rating 
had shifted to the more favorable position 
of “Some conflict in attitudes engendered 
but not in the actual contents or tech- 
niques.” The shift toward acknowledgement 
of a greater compatibility of religion and 
current science was significant and would 
lead us to expect a greater degree of co- 
operation between representatives of the 
two professions in the interest of com- 
munity mental health. 

The fact that 88% of the 200 participants 
who replied to an extensive follow-up 
questionnaire in 1956 expressed their inten- 
tion of returning for an “advanced session” 
on special problems of pastoral care indi- 
cates a basic satisfaction with the workshop 
program. This satisfaction is significant, 
especially when compared with the many 
anxiety-arousing problems which were con- 
sidered in the workshops and the fact 
that many participants experienced frustra- 
tion over the lack of religious content. 
They consistently urged closer integration 
of workshop material with religious con- 
cepts and philosophical questions and felt 
frustrated that this desired integration had 
not taken place. We believe, however, that 
some frustration of this kind is inevitable 
under present conditions of psychiatric 
knowledge. 

SUMMARY 


It is conceived that the pastor has im- 
portant duties of counseling to perform for 
his parishioners in addition to his service 
as spiritual leader and advisor. Undoubted- 
ly, this part of his work could be performed 
better if he could have some of the benefit 
that the psychiatrist has gained through 
his experience in treating patients. Par- 
ticular advantage would come from the 
judicious use of the technics of interviewing 
and from the feeling and understanding 
that result from seeing more clearly the 
roots of human behavior. If he were so 
prepared for counseling troubled people, 
the pastor could give advice on the basis 
of more adequate information, thus avoid- 
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ing pitfalls and obtaining positive advan- 
tages for the person he advises. 

The implication of these premises was 
that a means of communication with an 
approach to optimal control but without 
denominational restrictions had to be 
found. A workshop in a location remote 
from distracting influences with residency 
there as a group for nearly a full week 
was decided upon as the best means of 
meeting the required conditions. No similar 
workshop approach had been attempted. 
Other considerations were the inclusion of 
a sufficient number of participants for 
each workshop, and a sufficient number of 
repetitions of the workshops for purposes 
of comparison and gradual adjustment of 
details of operation as experience increased. 
The history of 9 workshops, each including 
about 40 pastors and about 10 faculty mem- 
bers, three each summer during 3 con- 
secutive weeks and in 4 consecutive years 
at St. John’s University at Collegeville, 
Minnesota, has been given. 

Evaluation of results is going on as the 
fifth series of workshops is being planned. 
It is believed that the participants have 
derived a number of important benefits. 
Some of these are of an intellectual and 
informational kind. Some concern an in- 
creased skill in the use of technics, par- 
ticularly in interviewing. Probably most 
important of all is an inner modification of 
feeling and understanding, a sincerely ex- 
perienced change in ideas and conviction 
about the great importance of unconscious 
motivation and the evidences and means 
by which it is revealed. There is also a 
realization of an increased power to help 
through the possession of such understand- 
ing. It cannot be claimed that these 
changes occur uniformly in all participants, 
or, indeed, that many of them occur at all 
in some participants. The faculty is con- 
vinced that no participant can go through 
the workshop experience entirely unaffected 
ideationally and emotionally. Most of the 
pastors admit readily that they have gained 
considerable benefit from their attendance 
in one or more of the respects that have 
been mentioned and most importantly in 


the last respect—a useful and yet disturbing 
knowledge that the hidden springs of 
motivation in the natural man must be 
correctly gauged before he can be given 
intelligent help. 


DISCUSSION 


Jurcen Rvuescu, M. D. (San Francisco, 
Calif.)—On the whole, clergymen, regardless 
of denomination, are interpreters of values. 
I am happy to learn that pastors have come 
to recognize that people in trouble often have 
psychological problems which prevent them 
from accepting the values of their church. The 
recognition of the importance of unconscious 
motivation and of the need for skill in in- 
terviewing was a tangible result of these 
conferences. The pastor thus has changed his 
role from that of a judge and spiritual advisor 
to that of a therapist. 

This change in attitude has had a long 
history. None of the great religions—Judaism, 
Christianity, Buddhism, and Mohammedanism 
—originally provided a place for the dissenter 
or the non-believer. This attitude of ancient 
religious leaders and prophets reflected the 
then prevailing ecological conditions—thinly 
populated areas and slow methods of trans- 
portation and communication—which made it 
possible to establish relatively homogeneous 
groups and values. In those days, the notion 
of feedback was not known and the fact was 
ignored that the outsider as much as the in- 
sider shapes the fate of a system. With the 
more worldwide acceptance of tolerance, the 
ideas of coping with violators of the law, 
peaceful opponents, or enemies have under- 
gone profound changes. If we mark the 
ancient Mosaic Law—eye for eye and tooth for 
tooth—as the first method of coping with 
offenders and as the second step, turning the 
cheek and forgiveness of the enemy, man 
now has taken the third step—inclusion and 
opportunity for participation of opponents and 
deviants. To-day, then, a suffering patient 
whose symptoms may be manifested in acting 
out, rebellion against tradition, and defiance 
towards commonly atcepted values may find 
in his pastor a friend and helper who will be 
more interested in rehabilitation and inclusion 
than in exclusion. Upon the latter idea re- 
habilitation of the criminal, the mental health 
movement, pastoral counselling, international 
cooperation and hope for world peace are 
built. 
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In the first volume of the American Jour- 
nal of Insanity one may read(1) : 


We see that insanity is often but an effect 
of a slight injury or disease of a part of the 
brain, aad in many cases only a few of the 
faculties of the mind are disordered. From this 
we infer that the brain is not a single organ, 
but a congeries of organs, as maintained by 
the illustrious Gall and his celebrated succes- 
sors, Spurzheim and Combe. Thus each mental 
faculty has a special organ, and therefore cer- 
tain faculties may be disordered by a disease 
of the brain, while others are not affected ; a 
fact every day observed in Lunatic Asylums, 
but which we know not how to explain if we 
believe the brain to be a single organ. 


Since this statement suggests a powerful 
influence by phrenology on American psy- 
chiatric thought in 1844, one becomes cur- 
ious about the people and ideas most 
prominent in this movement. 

As early as 1792 the founder of phrenol- 
ogy, Dr. Franz Joseph Gall (1758-1828), 
had begun his investigations into human 
brain functioning and personality, attempt- 
ing to correlate any unusual personality 
trait with the skull configuration and the 
brain. In the 1825 revision of his main 
work Gall] stated(2) : 


The possibility of any doctrine, in relation to 
the moral and intellectual function of the brain, 
supposes: 1. That the moral and intellectual 
faculties are innate, 2. That their exercise or 
manifestation depends on organization, 3. That 
the brain is the organ of all the propensities, 
sentiments, and faculties, 4. That the brain is 
composed of as many particular organs as 
there are propensities, sentiments, and facul- 
ties which differ essentially from each other. 


Gall characterized the personality of 
each individual as being dependent on the 
strength, balance, and combination of the 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, 
May 12-16, 1958. 

2 From the Dept. of Psychiatry of The New York 
Hospital—Cornell University Medical College Center, 
New York City. 
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basic motivational forces located in the 
organs of the brain. 

It was John Caspar Spurzheim(3, 4), one 
of Gall’s former students, who brought 
phrenology into prominence in the Anglo- 
Saxon countries, and who inspired phrenol- 
ogy’s next great leader, George Combe. 
Combe followed Spurzheim’s system of 
phrenology, which made certain changes 
of enumeration and classification in Gall’s 
organology. In this new division Spurzheim 
increased the number of faculties, rear- 
ranged them into a philosophically accept- 
able order, and disagreed with Gall’s pessi- 
mism by stating that there were no bad 
faculties, but only abuses of the normal 
ones. 

It is probable that phrenology reached 
its peak among the upper classes in the 
United States during Combe’s visit here 
from 1838 to 1840. Starting in the 1840's, 
phrenology became increasingly a popular 
movement outside the field of medicine, 
and had considerable influence in America 
on such diverse matters as education, 
health, architecture, penology, literature, 
and religion(5). 

Among the early American psychiatrists 
the influence of phrenological thought 
varied. Benjamin Rush used a limited and 
different form of faculty psychology in his 
thinking. It appears that he was aware of 
some of the theoretical concepts, because 
he had his assistant, Dr. Vandyke, do re- 
search in 1810 on the relation of skull con- 
figuration to insanity with completely nega- 
tive results(6). It is among the founders 
of The American Psychiatric Association 
and their associates that we find the great- 
est interest. They generally admitted the 
value of phrenology as a form of mental 
philosophy or science of the mind, or at 
least as a stimulus to their thinking there- 
upon. There was almost complete rejection 
of the craniological aspects and much 
scepticism about the organology. Dr. Wil- 
liam Awl recounted how a blind phrenolo- 
gist had examined him as an unknown sub- 
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ject and had found him deficient in his 
mental development(7). Luther Bell had 
escorted George Combe through the Mc- 
Lean Asylum(8), but was generally skep- 
tical except for the broad principles of 
mental functioning(9). John Butler at one 
time agreed to treat a patient who had 
started laughing hysterically after receiv- 
ing a blow to the head at the point where 
mirthfulness was supposed to be located. 
Local application of ice and leeches cured 
the patient, who then remained well dur- 
ing a 37-year follow-up, but there is no 
evidence that Dr. Butler was converted to 
this form of treatment(10). Henry Buttolph 
had been described as a firm disciple( 11) 
and published on the subject in the Ameri- 
can Journal of Insanity(12). Pliny Earle 
became a convert after his phrenological 
analysis by L. N. Fowler(13). John Galt 
summarized Spurzheim’s and Andrew 
Combe’s volumes on insanity in his book 
(14). Isaac Ray illustrated his excitement 
about phrenology earlier in his career when 
he said(15) : 


Phrenology was to me, in those days, a 
revelation of new truths and especially of a 
philosophy that shed a marvelous light on the 
whole field of mental science. I never received 
much belief in organology, but it gave a turn 
to my inquiries which I have never ceased to 
follow, and for which I can never cease to be 
thankful. No storybook was ever devoured with 
such abandon of every other thought as was 
Gall’s great work, Sur les Fonctions. 


It was his enthusiasm for this work that 
undoubtedly contributed to his anonymous 
translation of some of the volumes into 
English(16). By 1849, Ray had given up 
the terminology of phrenology although he 
used some of the basic principles in his 
thinking. William Rockwell had a picture 
of Spurzheim and a phrenological bust in 
the public waiting room at his Vermont 
Asylum(17). Charles H. Stedman edited 
the American edition of Spurzheim’s The 
Anatomy of the Brain(18). Samuel White 
in his address on insanity gave credit to 
phrenology(19), while Samuel B. Wood- 
ward said(20) : “It was impossible success- 
fully to treat the insane without the aid of 
phrenology.” George Combe visited Wood- 
ward both in 1838 and 1839 and found him 
an “enlightened phrenologist”(21). A phre- 


nological analysis of Woodward by Combe 
is still in existence at the Worcester State 
Hospital (22). 

Of all the founders, it was Amariah 
Brigham who most publicly stated and il- 
lustrated the influence of phrenology on his 
thinking. Spurzheim visited Brigham at 
Hartford and later Brigham edited the 
American publication of Spurzheim’s Ob- 
servations on the Deranged Manifestations 
of the Mind ; or, Insanity(23). A year later 
Brigham anonymously edited Andrew 


Combe’s Observations on Mental Derange- : 


ments(24). These were the two books on 
insanity by phrenologists. In 1836 Brigham 
supported George Combe’s application for 
the chair of logic at Edinburgh which went, 
however, to Sir William Hamilton(25). 
When Combe visited Hartford in 1839 
Brigham arranged his lectures and escorted 
him through the Hartford Retreat(26). 
Brigham’s phrenological thinking could 
be seen in his writings, and he was often 
publicly condemned for being an agnostic 
and materialist(27). It was Brigham who 
wrote the quotation with which this paper 
started. 

These men found value especially in the 
concept that the normal and abnormal 
functionings of the mind were ultimately 
dependent on the condition of the brain. 
This new science of the mind helped to 
bring mental illness into the domain of 
medicine along with the hope for success- 
ful therapy. As emotional health was de- 
pendent on a dynamic balance of motiva- 
tional forces and as the strength of any 
given one could be increased or decreased 
by exercise or suppression, preventive psy- 
chiatry fused these ideas in stressing the 
need for attention to proper child rearing 
techniques(28). The resultant emphasis 
on psychological features in education and 
in the environment gave impetus to the 
psychogenic theories of that time. 

Phrenology was useful in explaining 
many feaures of psychopathology. It had 
been long known that most cases of mental 
illnesses were not those of “general insan- 
ity” but partial, with a limited and select 
number of faculties involved. For example, 
delusions of pregnancy could be explained 
by excessive stimulation of the organ of the 
love of offspring in the affected woman. 
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Thinking in this manner helped the Ameri- 
cans to explain some of the dynamics be- 
hind Esquirol’s concept of monomania. 
Phrenology was also attractive in fur- 
nishing a scientific rationale to the method 
of moral treatment then in existence in psy- 
chiatry. In mental illness, faculties were 
either overactive or underactive with im- 
balance between them. When the organs 
were overexcited, drugs could be used for 
their tranquilizing effect, but more im- 
portant the patient would be removed from 
the stimuli of old associations by his hos- 
pitalization. He was encouraged to under- 
stand his own character organization and 
to participate in suppressing the overactive 
organs. He received support through a dy- 
namic program of educational, occupa- 
tional, and recreational therapy which dis- 
tracted him and assisted in restoring a har- 
monious balance by stimulating _ his 
neglected and atrophied faculties. The phy- 
sician would determine the direction of the 
therapy, depending on his analysis of the 
character and psychopathology of the in- 
dividual patient. Buttolph even stressed 
the importance of the personality of the 


physician in applying this program of 
treatment (29). 


SUMMARY 


Phrenology, which had its beginnings in 
the 1790s under Gall, reached the peak of 
its movement in medicine during the first 
half of the 19th century. When Spurzheim 
brought his modified form of this thought 
to the United States in 1832, he produced 
a wave of interest which lingered for over 
a century. Phrenology’s maximum influence 
on American psychiatry occurred in the 
two decades after the visit, when most of 
the founders of The American Psychiatric 
Association showed evidence of phrenologi- 
cal concepts in their thinking about neuro- 
physiology, preventive psychiatry, psycho- 
pathology, and psychotherapy. 
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A PROGRAM FOR THE PSYCHIATRIC TRAINING OF 
GENERAL PRACTITIONERS WHILE UTILIZING THEIR OFFICES 
AS AN OUTPATIENT FACILITY *? 


JACKSON A. SMITH, M.D., LAVERNE C. STROUGH, M. D., 
CECIL WITTSON, M. D. anpj ELAINE MANSFIELD, R. N.° 


In states with extensive thinly populated 
areas, the provision of adequate psychiatric 
care is a persisting problem. Too, the cost 
of maintaining and staffing (if personnel 
were available) outpatient clinics in such 
areas is prohibitive when the number of 
patients to be served is considered. 

This problem is aggravated by the fact 
that the farther the patient lives from a 
treatment facility, the more disturbed he 
usually has to be before help is sought. 
In spite of our enlightened era, some re- 
luctance remains on the part of patients 
to enter state hospitals and on the part of 
their relatives to take them there. Psy- 
chiatrists, for conscious and unconscious 
reasons, show little affinity for such pro- 
fessionally and geographically isolated 
areas. 

This program is an attempt to meet this 
problem by training the general practitioner 
in the management of the emotionally ill. 
This report is preliminary and is limited 
to the problems presented by the chronic 
alcoholic. These particular patients were 
chosen because they may be seen repeated- 
ly by the family physician for the medical 
complications of their excessive intake. Al- 
coholics are usually reluctant to accept 
their problem or psychiatric help until their 
condition is far advanced. By training the 
general practitioner in the management of 
these patients, it was hoped that the al- 
coholism as well as the medical complica- 
tions could be treated earlier in the drink- 
ing career. 

Psychotherapy with these patients, the 
method of follow-up and the type of out- 
patient facility required are similar for 


1 Read at the 114th annual meeting of The Ameri- 
can Psychiatric Association, San Francisco, Cal., 
May 12-16, 1958. 

2 Supported by a grant from United States Public 
Health Service, National Institute of Mental Health. 

3 Respec.ively Associate Director for Research, 
Assistant Director, Director, and Research Nurse, 
Nebraska Psychiatric Inst., Omaha, Nebr. 


the alcoholic and others emotionally ill 
without this complication ; the major dif- 
ference being that a therapeutic failure 
with the alcoholic is more obvious. There- 
fore, the findings in this study appeared 
applicable in the management of the non- 
alcoholic, emotionally ill patient. 

A program to determine the feasibility 
of the following aims was initiated : first, 
to establish whether a training program 
for general practitioners in the care of the 
chronic alcoholic could be carried out 
without seriously interrupting their prac- 
tices; second, could the physician, his 
personnel and office be satisfactorily uti- 
lized as an outpatient facility for the al- 
coholic; and third, could physicians so 
trained serve as a means of following up 
committed alcoholic patients after dis- 
charge. 


SELECTION OF PARTICIPANTS 


The state and county medical societies 
and the local (state) American Academy 
of General Practice were advised of the 
program. Seven general practitioners, re- 
commended by these organizations and 
by members of a medical school faculty, 
were contacted and interviewed. Of the 
7, 5 were included in the program. An 
effort was made to select the participating 
physicians from geographically and medi- 
cally isolated areas. 


THE TRAINING PROGRAM 


The participating general practitioners 
attended lectures on psychodynamics and 
psychopathology routinely provided in a 
resident training program, as well as psy- 
chiatric case presentations. These lectures 
were followed by seminars conducted by 
members of the senior staff in which the 
psychiatric and medical problems of the 
alcoholic were discussed. 

Later, the general practitioners presented 
the histories of patients they were seeing ; 
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and their management of the cases was 
considered. They were observed in inter- 
views with alcoholic inpatients following 
which their activities in these interviews 
were reviewed with the group. 

The metabolism of alcohol and the physi- 
ological effects of a prolonged excessive 
intake were covered. These metabolic 
changes were outlined in some detail by a 
staff biochemist to make the medical man- 
agement less empirical. This instruction 
was undertaken early in the training pro- 
gram to emphasize that a particular tran- 
quilizer, vitamin or sedative is not a “cure” 
for al! alcoholics. The need to correct the 
physiological changes occurring during a 
bout such as dehydration, electrolyte im- 
balance, and liver damage was stressed. 

It was clarified that the problem in treat- 
ment was the patient’s acceptance of the 
necessity of an alcohol-free existence rather 
than the symptomatic relief of the dis- 
comfort following an alcoholic bout. 

The hazards of undue optimism in the 
physician after the patient had managed a 
brief period of sobriety or of pessimism if 
a patient “slipped” were pointed out. The 


problems of motivation and the patient’s 
tendency to become dependent were re- 
peatedly discussed. 

Four consultants with extensive experi- 


ence in treating alcoholics conducted 
seminars for these practitioners and inter- 
viewed patients before them. The contact 
with these consultants was extensive, and 
the size of the group permitted an informal, 
participating type of instruction. These 
sessions were primarily concerned with 
motivation, psychotherapy and patient 
management. 

Methods of treatment with sensitizing 
drugs (disulfiram and calcium carbimide ) 
were outlined. The participants observed 
several patients during disulfiram-alcohol 
and calcium carbimide-alcohol reactions. 
Fourteen days of planned instruction and 
supervision were scheduled for the year ; 
attendance for a minimum of 10 days was 
required. Two of these 14 days were to 
be spent on an alcoholic ward with com- 
mitted patients in a state hospital. 


THE USE OF THE PHYSICIAN'S OFFICE 
Each participating physician made his 


office, personnel and equipment available 
for one half day each week for the treat- 
ment of alcoholic patients. The time cho- 
sen was left to the discretion of the physi- 
cian. After a specified time was determined, 
social and welfare agencies in his area 
were advised of his availability. The state 
hospitals were also informed that alcoholic 
patients from the areas represented by 
these physicians should be referred to them 
for follow-up. The participants were com- 
pensated for this half day, and in addition, 
a travel allowance and per diem were pro- 
vided for the days spent in training. 

The problem of paying for treatment in 
the physician’s office was managed as fol- 
lows: those patients who were judged 
medically indigent according to the prac- 
tice pertaining in the individual’s locale 
did not pay a fee. Those capable of paying 
were charged according to the rates the 
physician ordinarily charged non-alcoholic 
patients for an office visit. 


RESULTS 


Originally, it had been planned to have 
a 5-day scheduled period of instruction at 
the beginning of each quarter of the year. 
This was not found to be feasible with this 
group of physicians because of the demands 
made by their practices. The most satis- 
factory compromise was a scheduled 2- 
day meeting every 4 to 6 weeks. 

The general practitioners showed an en- 
couraging but demanding approach to the 
training program. The inconvenience, the 
time away from their practice and the 
distance they had to travel required a full 
schedule of instruction for the participants 
after they arrived. The spokesman for the 
group volunteered they were not “looking 
for a vacation.” These physicians are per- 
haps typical of many generalists. They 
were energetic, accustomed to long hours, 
being constantly on call. 

Their attitude regarding the problems 
presented by the chronic alcoholic was to 
learn a procedure to follow in treating an 
illness. It was quickly apparent that the 
senior staff would be more acceptable to 
the group than those less experienced. 

Little interest was expressed in psychi- 
atric theory. They were interested in learn- 
ing a procedure which they could effectively 
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apply in practice, and with which they 
would feel competent. It was pointed out 
that alcoholics showed such individual dif- 
ferences that a routine approach was not 
feasible. Stress was placed on obtaining 
an adequate history on which to base an 
impression, on the clarifying of interper- 
sonal conflicts, and the limited usefulness 
of advice. 

None of the group expressed any fixed 
convictions about the alcoholic as an in- 
dividual, the rightness or wrongness of 
drinking, nor had any of them had a prob- 
lem with alcohol. One expressed doubt as 
to how sustained his interest in the pro- 
gram would be, three others were pri- 
marily interested in more training in the 
treatment of the emotionally ill without 
particular concern for the alcoholic. The 
fifth participant was motivated in part by 
his practicing in an isolated area which 
required his being responsible both for the 
treatment and the disposition of such pa- 
tients. 

The group appeared to have more faith 
in their abilities therapeutically after a pa- 
tient treated by one member did excep- 
tionally well. This case was particularly 
satisfying to the participants because pre- 
vious treatment by three different psychia- 
trists had failed to alter the patient’s drink- 
ing pattern. 

During the first 34 months after the pro- 
gram was established, 22 alcoholics were 
seen for 67 office visits. A standard form 
was utilized for recording the history and 
for reporting follow-up studies. 

The comparative inactive role of the phy- 
sician in psychotherapy as compared to 
other medical procedures was pointed out. 
This approach is not too readily accepted 
by the practitioner who hebitually makes a 
diagnosis, prescribes and advises. 


PROBLEMS DUE TO THIS TYPE OF PROGRAM 


The unpredictable demands made by the 
practice of the participating physicians 
made a rigid program of instruction and at- 
‘ tendance impractical. The small number 
involved created an unrealistic demand on 
senior staff time. Patient demonstrations 
and evaluations in an institutional setting 
with the assistance of ancillary personnel 
are not sufficiently similar to the problem 


as faced by the general practitioner alone 
in his office. 

To overcome some of these obstacles, 
sound films were made of the consultants 
interviewing alcoholic patients. Similar 
films of disulfiram-alcohol and calcium car- 
bimide-alcohol reactions were taken. This 
allows for repeated presentation of routine 
material with the senior staff's being re- 
quired only for discussion. 

A film was also made showing the prob- 
lems of office treatment, including the man- 
agement of the alcoholic’s wife. Apparent- 
ly, this film successfully demonstrates the 
need for the physician to allow the patient 
to give his version of his problem and do 
most of the talking since the major criticism 
from the generalists has been “that the 
doctor ought to do more.” 

It is expected that as more physicians 
take part in the program, those most in- 
terested and able will continue in a similar 
project to instruct the general practitioner 
in the treatment of the emotionally ill who 
are not alcoholic. Their offices could then 
be utilized with a degree of permanence as 
both an outpatient and a follow-up facility. 


SUMMARY AND DISCUSSION 


On the basis of 8 months’ experience with 
this small group of 5 physicians, it does ap- 
pear feasible to instruct general practition- 
ers in the psychiatric management of the 
chronic alcohol patient. 

It seems that such a program of instruc- 
tion presents certain unique problems, pri- 
marily the limitation on the time the gen- 
eral practitioner can spend away from his 
practice. This difficulty can be met in part 
by brief periods of instruction and by films 
produced specifically for the general prac- 
titioner. This conserves staff time and pro- 
vides a means of instructing small groups 
in a scheduled manner. 

The following advantages to such a pro- 
gram of instruction are seen: the phy- 
sician’s interest is maintained by his treat- 
ing patients during an extended period of 
instruction, and he becomes known in his 
community as one who will accept alco- 
holic- patients and has some instruction in 
their management. 

This method of providing treatment in 
professionally isolated areas appears to 


4 
° 
7 
1 
F 
. 
4 
j 
! 
af 


542 


A PROGRAM FOR THE PSYCHIATRIC TRAINING 


[ December 


have the following advantages as compared 
to a mobile clinic: the responsible physi- 
cian is a part of the community and the 
alcoholic is treated similarly to other pa- 
tients. The patient may have been previous- 
ly known to the doctor and there is no 
stigma attached to visiting a general prac- 
titioner in any community. 


In closing, it appears feasible to train the 
general practitioner without interrupting 
his practice, and to use his office as an out- 
patient and follow-up facility. It is also as- 
sumed that after the project ends, the com- 
munity will still recall that these physicians 
treat alcoholics and that a continuing serv- 
ice will be provided. _ 
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CLINICAL NOTES 


TRANQUILIZERS AS ENERGIZERS 
JOSEPH A. BARSA, M. D.1 


Tranquilizers achieve their tranquilizing 
or calming effect by lessening the force 
and, as a result, the fearfulness of incoming 
stimuli. Energizers, however, relieve 
anxiety by stimulating the patient and thus 
increasing his sense of well-being and his 
feeling of confidence. Amphetamine deriva- 
tives have long been used in psychiatry for 
the latter purpose. 

Just as we are able with the tranquilizers 
to distinguish two separate and distinct 
effects, namely, a tranquilizing or calming 
effect and an anti-psychotic effect (which 
combats the delusions and hallucinations of 
the schizophrenic), so also we can separate 
two distinct effects in the energizers—a 
stimulating effect and an anti-psychotic 
effect. Both the tranquilizers and energizers 
can be evaluated individually for each of 
their effects. In a previous publication(1) 
I listed the tranquilizers according to the 
potency of their two actions. I would like 
to mention briefly now some of the ener- 
gizers with which I have had personal ex- 
perience, and classify them according to 
their stimulating and anti-psychotic effec- 
tiveness. A more detailed report on these 
drugs will appear at a later date. 

Iproniazid (Marsilid), which is the best 
known of the energizers, has a strong stim- 
ulating effect but no discernible anti-psy- 
chotic effect. In fact, if the stimulating 
effect is allowed to rise too high or be too 
prolonged in the schizophrenic, an acute 
exacerbation of the psychosis may be pro- 
duced. Several of my schizophrenic patients 
who were seclusive, withdrawn, apathetic, 
preoccupied but free of delusions and hal- 
lucinations prior to treatment, became 
acutely disturbed after a few weeks on 
iproniazid therapy. They became tense, 
hostile, delusional and hallucinated, and it 
required many weeks of intensive chlor- 
promazine therapy before these symptoms 
subsided. 

The isopropyl hydrazide of amino-mer- 
captobutyric acid (Roche #4-1018) is an 


1 Rockland State Hospital, Orangeburg, N. Y. 


analogue of iproniazid and has a similar 
action. With this drug, too, acute psychotic 
episodes have been precipitated in several 
of my schizophrenic patients. 

Phenyltoloxamine ( Bristamine ), although 
it is often listed as a tranquilizer, has pre- 
dominantly a stimulating effect in low doses 
and a fairly potent anti-psychotic effect in 
large doses. However, the majority of my 
patients were not able to tolerate for long a 
very high dosage because of the incidence 
of nausea, vomiting and weight loss. Fur- 
thermore, in high dosage the drug may pro- 
duce extra-pyramidal symptoms. 

Deaner (Deanol) has a relatively weak 
stimulating effect and a moderate anti-psy- 
chotic effect. One of the advantages of this 
drug is its great freedom from side-effects, 
but one of the disadvantages is its very 
slow action. 

The energizers mentioned above may 
be listed as follows in the order of their 
stimulating effectiveness: Roche #4-1018, 
iproniazid, deaner, and phenyltoloxamine. 
But, in order of their anti-psychotic effec- 
tiveness they are: phenyltoloxamine, 
deaner, iproniazid and Roche #4-1018. 

I have previously pointed out(1) that 
the tranquilizing action of the tran- 
quilizers cannot by itself eliminate the 
delusions and hallucinations of the schizo- 
phrenic. The stimulating action of the 
energizers is also unable to produce a 
remission of the psychosis. Therefore, since 
the energizers do not possess as potent an 
anti-psychotic action as some of the tran- 
quilizers, it is my opinion that in the treat- 
ment of schizophrenics the energizers 
should not be used alone but in combina- 
tion with one of the tranquilizers possessing 
a strong anti-psychotic effect. Moreover, 
the use of iproniazid or its analogue in 
schizophrenia is fraught with danger be- 
cause of the possibility of precipitating an 
acute exacerbation of the psychosis. 
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CLINICAL NOTES 


A STUDY OF IPRONIAZID TREATMENT IN CHRONIC AKINETIC 
PATIENTS * 


JOHN A. BELISLE, M. D., MERLIN C. TOWNLEY, M. D., 
V. L. KOZLOWSKI, M. D. ann PIERRE MARTEL, M. D.? 


Because it had been acclaimed as a 
psychic energizer[1-9], the authors studied 
the effect of Marsilid, (iproniazid, Roche) 
in a group of 100 (49 female and 51 male) 
chronic, akinetic psychotic patients. They 
were chosen without regard for diagnosis, 
but all were dull, markedly underactive 
and, in many cases, unable to communicate. 
All of the patients had received some 
phrenotropic agent, ECT, or psychotherapy, 
but none had been in active treatment im- 
mediately prior to iproniazid treatment. 
The mean age was 53 years and the mean 
duration of hospitalization was 15 years. 
Fifty patients were diagnosed as having 
chronic schizophrenic reaction ; 17 as in- 
volutional psychotic reaction; 15 as psy- 
chotic depressive reaction; 6 as chronic 
brain syndrome with central nervous sys- 
tem syphilis (general paresis ) ; 6 as chronic 
brain syndrome with cerebral arterioscler- 
osis with psychotic reaction; 3 as manic 
depressive reaction, depressed type; and 
3 as mental deficiency (idiopathic) with 
psychotic reaction. 

Physical evaluations and _ laboratory 
studies were done and a behavior interest 
and activities rating chart, devised by 
Dr. Prescod[10] was also completed on 
each patient by each attendant nurse on 
the ward. Laboratory studies and clinical 
observations were recorded throughout the 
study. 

Initially all patients were given 50 mg. 
of iproniazid orally t.id. This dose was 
soon individualized to the patient’s need 
with dosages ranging from 25 to 200 mg. 
daily, but with most dosages soon being 
reduced to 50 or 100 mg. daily. Multiple 
vitamins including pyridoxine were given 
to a few patients in an attempt to modify 
side effects. In 32 patients, it was necessary 
to discontinue iproniazid in less than 2 


1 Read in full at the 114th annual meeting of the 
American Psychiatric Association, San Francisco, Calif., 
May 12-16, 1958. 

2 Members of Psychiatric Staff, Wayne County Gen- 
eral Hospital, Eloise, Mich. 


months because of undesirable side effects. 
Treatment was continued in the remaining 
patients 4 to 6 months. 

In spite of the gradual reduction in dos- 
age, at the end of 18 weeks 50 patients had 
developed acute psychotic reactions mani- 
fested by hyperactivity, combativeness, 
noisiness and insomnia. Thirty-three pa- 
tients remained essentially the same or 
had become more withdrawn and akinetic 
than before. Seventeen patients showed an 
increased activity and interest in their 
surroundings. 

Depression was a major symptom in all 
except one of the patients who improved. 
Diagnoses of this group were involutional 
psychotic reaction—8; psychotic depres- 
sive reaction—6; manic-depressive reac- 
tion, depressed type—2; and _ schizo- 
phrenic reaction, chronic undifferentiated 
type—l. The improved patients repre- 
sented about 50% of the total number of 
patients with a diagnosis of depression. 

Improvement was manifested by a 
gradual increase in motor activity, com- 
munication and interest in ward activities. 
After 4 months of treatment, 3 patients 
were on convalescent leave and 14 were 
participating in occupational and recrea- 
tional therapy activities and group psycho- 
therapy. 

Side effects of varying degress of severity 
were noted in most of the 100 patients. 
Fifty patients showed acutely disturbed 
behavior. There were 3 cases of marked 
hepatocellular liver disease. One patient 
died of acute yellow atrophy of the liver. 
Six patients convulsed although none had 
a previous history of convulsions. Other 
side effects were insomnia—21, vertigo or 
syncope—16, hyperreflexia and tremors— 
16, headaches—11, constipation—32, urinary 
symptoms—15, fall in systolic pressure of 
10 to 15 millimeters of mercury—76, dia- 
phoresis—10, and ankle edema—5. 


SUMMARY 


One hundred chronic, withdrawn, 
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akinetic, psychotic patients were given 
iproniazid in hopes of making them more 
accessible to group interaction and more 
manageable. We did not find the drug help- 
ful in those patients whose affect was 
characterized by apathy and flatness. On the 
other hand, the drug appeared to be 
definitely useful in one-half of those cases 
where the primary symptom was depres- 
sion. Serious side effects may result from 
the drug and dosage must be very carefully 
adjusted for each patient. 
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THE SCHIZOPHRENIC PATIENTS WITH AN INCREASE OF THE 
PROTEIN CONTENT OF THE CEREBROSPINAL FLUID 


WALTER L. BRUETSCH, M. 


In his report on “Spinal Fluid Changes 
During Chlorpromazine Therapy,” Smith 
(1) contended that chlorpromazine em- 
ployed in the management of psychoses 
may lead to the appearance of an increased 
amount of protein in the cerebrospinal 
fluid. 

It is little known that similar spinal 
fluid changes may be present in some 
schizophrenic patients(2), who never re- 
ceived any treatment whatsoever. Among 
337 newly admitted male patients there 
were 15 cases (or 4.4%), and among 297 
female patients there were 8 cases (or 
2.7%) with a protein content of the spinal 
fluid, ranging between 46 and 130 mg. per 
100 cc. (Upper limit of normal: 45 mg.) 

In the Pandy and Ross-Jones tests the 
increased amount of protein corresponded 
to a 2 plus or 3 plus reaction. There was 
usually a slight change in the colloidal 
gold reaction (“1,” “2,” or “3”). The cell 
count was below 5 in all except 4 cases, in 
which the cells varied from 6 to 11 per 
cmm. 

A group of 647 schizophrenic patients, 
who have been residents of Central State 
Hospital from 1900 to 1930, were also 


1 Research Department, Central State Hospital, In- 
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examined. An increased protein content of 
the spinal fluid of the same degree was 
present in 5.9% of the male, and in 3.7% 
of the female patients. 

In none of these patients was there a 
positive serology (Wassermann, Kahn, and 
Kline) for syphilis in blood or spinal fluid. 
None had a history of acquired syphilis 
or of serious head trauma. All were free 
of neurological symptoms. 

In most of these patients, the spinal 
fluid changes remained remarkably con- 
stant, when repunctured from | to 6 years. 

As a control group, the spinal fluids of 
100 mentally normal individuals (50 men 
and 50 women) were used. The fluids were 
obtained during the preparation for spinal 
anesthesia. All these spinal fluids showed 
no abnormalities. 

The pathogenic significance of the in- 
creased spinal fluid protein in these schizo- 
phrenic patients is unknown and awaits 
clarification. 
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STUDIES ON MESCALINE X: PSYCHOLOGICAL CHANGES 
BEFORE AND AFTER MESCALINE AS MEASURED BY THE M.M.P.I. 


HERMAN C. B. DENBER, M. D. anp ALEXANDER VAN WEST, Pu. D.1 


It would be of interest to know if mesca- 
line produced objective measurable psy- 
chological changes. Five male and 4 female 
patients selected at random from the re- 
cent admissions at Manhattan State Hos- 
pital were studied. The most frequent 
diagnosis was dementia praecox. All drug 
therapy was stopped before the control 
M.M.P.I. was administered and the mes- 
caline given. The initial test was done 24 
hours prior to the injection of 0.5 grams 
of mescaline sulfate. The second test was 
administered on the day following the 
mescaline study in 8 of the 9 cases. The 
latter patient was so disturbed that he 
could not be tested until 7 days after the 
injection. In each case, the individual card 
form was used with the L (reliability), F 
(validity), K (correction factor), Hs (hy- 
pochondriasis), D (depression), Hy (hys- 
teria), Pd (psychopathic), Mf (psycho- 
sexual orientation), Pa (paranoid), Pt 
(anxiety ), Sc (schizophrenia), Ma (hypo- 
mania), and Si (socialization) scales ; all 
were scored. The raw scores and all sub- 
tests were converted into T scores. Means 
were obtained for the group on each of the 
subtests before and after mescaline. 


There was an increase in the severity of 
the traits as measured by the different 
scales in 10 of 12 variables. This was 
particularly noticeable on the psychopathic, 
paranoid, anxiety, and schizophrenic scales. 
All patients showed an increase on the 
psychopathic scale. Eight of 9 showed 
an increase on the paranoid scale. Seven 
of 9 showed an increase on the anxiety 
scale, one remained the same, and one 


1 Research Division, Manhattan State Hospital, 
Ward's Island, New York City 35, N. Y. 


was decreased. Eight of 9 showed an in- 
crease on the schizophrenia scale, with 
one remaining the same. The hysteria 
and depression scales showed a lessening 
of the score. The differences between the 
record on these two scales were the lowest 
recorded. 
CoMMENT 


T tests were run on these scales before 
and after mescaline; it was found that 
the differences were not significant at the 
5% level of confidence. However, by testing 
the formula N'!=N¢, it was calculated that 
all things being equal, if the N were in- 
creased from 9 to 18, the data would be 
significant. It is highly improbable that the 
difference would be significant in the Hy 
and D scores even if the sample were in- 
creased in size. 

It appears that patients become more 
paranoid, more anxious, show stronger psy- 
chopathic and schizophrenic trends follow- 
ing the injection of mescaline. The seeming- 
ly significant changes in these scales 
suggest some alterations of schizophrenic 
psychodynamic structure under these con- 
ditions. It would be of interest to know 
their duration and relation to clinical 
patterns, since improvement following the 
injection of mescaline has been reported 
(1). There is some indication in the present 
study that concordance may not exist be- 
tween the underlying psychodynamics and 
the presenting clinical state. 
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CLINICAL NOTES 


It has been widely observed that an 
occasional “side effect” of tranquilizing 
therapy is the appearance of a depressive 
reaction which might or might not recede 
with the immediate or gradual withdrawal 
of the tranquilizing agent. Most of the lit- 
erature concerned with this problem has 
been published by our colleagues in the 
field of internal medicine who met this 
condition in the treatment of hypertension 
with Rauwolfia Serpentina or its derivates. 
Efforts to understand this phenomenon 
range from attempts to explain it away by 
trying to prove that the patient was already 
depressed at the time the treatment with 
the drug was instituted, to rather vague 
generalizations about interference with and 
weakening of “defense mechanisms.” 
During the last few years I had occasion 
to observe a small number of psychiatric 
patients in whom the tranquilizing agent 
used (chlorpromazine and promazine) was 
fully effective pharmacologically, in as 
much as it promoted significant reduction 
of psychomotor agitation, irritability, ten- 
sion, insomnia, without notably affecting 
the patient’s alertness and _ intellectual 
acuity ; hand in hand with these desirable 
changes appeared a depressive reaction 
which grew in intensity to the point where 
the therapeutic trial with the tranquilizing 
agent had to be abandoned. The patients 
concerned had the following characteristics 
in common : they were ambulatory schizo- 
phrenics whose illness had been of long 
standing, i.e., one year or more. They had 
been treated before with the usual biologi- 
cal forms of therapy, including EST. Pre- 
vious unsuccessful attempts at pharmaco- 
therapy with tranquilizers had been made 
and these patients were in the habit of 
taking either sedatives or tranquilizing pills 
on occasion, usually deciding themselves 
on amount and timing of the drug quite in- 
dependently or contrary to the doctors’ 
instruction. Al! patients concerned in this 
study had many compulsive symptoms and 


1 Assistant Professor of Psychiatry, University of 
Wisconsin Medical School, Madison, Wis. 


A CLINICAL NOTE ON DRUG INDUCED DEPRESSION 


CARL H. FELLNER, M. D.* 


rituals, mainly in the form of repetitious - 


acts and number counting compulsions. 

In all cases the depressive reaction dis- 
appeared quickly on cessation of tranquiliz- 
ing medication. 

The subjective description of how the 
physiological and psychological changes re- 
sulting from intensive tranquilizing medica- 
tion were experienced by the patients was 
given in strikingly similar terms. “Doctor 
I feel so relaxed and quiet, I had quite for- 
gotten that there was such a feeling” or, 
“I never knew one could feel so tranquil,” 
and “It is such a wonderful feeling, but 
Doctor this is not me,” or “I feel I’m dead.” 
It was this feeling of being changed to 
something foreign and alien, an experience 
of becoming different to the point of un- 
reality almost, which became unbearable 
to them to the point where the depression 
appeared. 

In an attempt to understand this seem- 
ingly contradictory reaction, namely, that 
a feeling of quietness and relaxation should 
become threatening to a patient, I think 
we have to keep certain points in mind. 
Every one of these patients, who, I repeat, 
were diagnosed as suffering from a chronic 
type of schizophrenic reaction, had only a 
very tenuous grip on reality. There were 
numerous examples of how uncertain and 
fluctuating an ego boundary they had and 
how difficult and frightening it was for 
them to decide in many spheres what was 


'“T” and “not I.” The obsessive compulsive 


rituals apparently helped them to have at 
least some sort of a structure and seemed 
to give them a certain amount of security. 
Actually their minds were never at rest 
during at least their waking state, but were 
always active counting, repeating, doing. 
This seemed to be the one way in which 
they managed to maintain contact and deal 
with reality. One of the effects of tranquil- 
izing medication, was the slowing down of 
this incessant compulsive activity, and these 
symptoms disappeared. To the patient this 
was quietness, yes, but a quietness so for- 
eign and so threatening that it would be 
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described as a quietness of the grave: a 
new set of symptoms appeared, namely a 
depressive reaction. 

The question has been raised whether 
the drug-induced depression is a “true” de- 
pressive reaction or a “pseudo depression” 
——a distinction made on the basis of the 
presence, or absence, of the traditional 
signs and symptoms of a depression, i.e., a 
distinction on the descriptive level. Indeed, 
on this level the patients here described 
can be said to show the symptoms of a true 
depressive reaction. In psychodynamic 
terms, however, the basic depression is 
thought to represent a state of the ego, an 
affective state, and to result from “an 
awareness of one’s own real or imaginary, 
partial or total insufficiency and helpless- 
ness.” The most frequent example given 
is the depression resulting from the loss of 
a love-object. Expressed in psychodynamic 
terms, one would also say that the obsessive 
compulsive symptoms apparently were the 
signs of a restitution process ; when these 
symptoms were suddenly suppressed as a 
result of medication, one might have ex- 
pected a considerable increase in anxiety 


and disorganization in those patients who 
reacted “negatively” to the drug, but in the 
cases under consideration we witness the 
appearance of a depression; a basic ego 
reaction diametrically opposed to anxiety. 
This can, I think, be interpreted as an ego 
reaction resulting from the awareness of 
helplessness and incapacity to meet the 
(external or internal) danger previously 
controlled to a degree by obsessive-com- 
pulsive defense mechanisms. In extreme 
cases the desire for survival (of which 
anxiety is an expression) is replaced by the 
wish to die. 

In summary, the above is an attempt to 
describe one of the possible mechanisms 
causing a depressive reaction in certain 
patients during tranquilizing therapy, 
namely the interference with obsessive 
ideas and-compulsive rituals used as a 
major defense mechanism in chronic am- 
bulatory schizophrenic patients. This de- 
pressive reaction is thought to be a “true” 
depression, resulting from the loss of the 
one and only way in which these patients 
seem to be able to enter into an object- 
relationship. 


A PRELIMINARY EVALUATION OF ACEPROMAZINE (PLEGICIL )' 
JOHN T. FERGUSON, M. D.? 


In an earlier paper(1) we presented the 
results of a 3-year investigation of various 
neuropharmacological agents. We have 
continued evaluating such agents, using the 
knowledge previously gained relative to 
necessity for adjunct medical and rehabila- 
tative measures, and particularly for in- 
dividualization of treatment. This paper 
reports a study which has been in progress 
for 8 months using acepromazine (2-acetyl- 
(dimethylamino -3- propyl ) - 10- phenothia - 
zine), a psychosedative which has recently 
been released for clinical investigation in 
this country. 


CLIENTELE 
The 50 female patients in the project 
were chronic nursing problems who had 


1 The acepromazine (Plegicil) used in this project 
was furnished by the Ayerst Laboratories, Inc. 
2 Traverse City State Hosp., Traverse City, Mich. 


failed to respond satisfactorily to previous 
chemotherapeutic measures. Their ages 
ranged from 25 to 75 years, the average of 
the group being 44 plus. The length of time 
each patient had been hospitalized varied 
from 5 months to 55 years, the average time 
spent in the hospital being almost 15 
years. 


REGIMEN 


Starting from an average oral dose of 
20 to 30 mg. three times a day, and indi- 
vidualizing the therapy as needed, we 
ended with maintenance dosages ranging 
from 10 mg. daily to 100 mg. three times 
daily. Most of our patients who responded 
favorably are now on maintenance doses of 
20 to 40 mg. of oral acepromazine three 
times daily. 

Adjunct medical therapy in the form of 


7 
* 
‘a 
a 
ia 
4 
| 
~ 
i 
‘ 
J 
- 
ay 
Fi 


1958 ] 


CLINICAL NOTES 


549 


an analeptic (Ritalin) was also employed 
when indicated. 


RESULTS 


Of the 50 women in this evaluation, 9 of 
the 50 have left the hospital for extended 
visits, nursing homes, or family care. Seven 
of the 50 are now considered eligible for 
outside care or furloughs. Twenty-two of 
the 50 have shown marked improvement 
but still require institutional care. 

The remaining 12 of the 50 are regarded 
as therapeutic failures. The behavior of 
7 of the 12 improved at first but regressed 
despite adjustments and increasés in dos- 
age. Of the remaining 5 of the 12, therapy 
was discontinued for 2 of the 5 because of 
repeated attacks of jaundice and for the 
3 others of the 5 because they developed 
tissue reactions to a prolonged series of 
intramuscular injections administered three 
times daily. 


CONCLUSIONS 


About half the patients became some- 
what lethargic and drowsy during the first 
few days on acepromazine or when the 
dosage was raised. This mild sedative 
effect disappeared spontaneously or after 
addition of an analeptic to the regimen. 
Three patients developed clinical signs of 
jaundice which cleared as soon as the drug 
was stopped. They were given a second 
course of acepromazine ; one has had no 
recurrence in 4 months; the other two 
suffered a second bout. Blood, urine, and 
liver function tests done regularly for all 


Psychopharmacological advances have 
been accompanied by increased under- 
standing and respect for the placebo prop- 
erties of somatic therapies. Not only in- 
gestants but inhalation and electroconvul- 
sive therapies have been implicated in 


1 From the Psychopharmacological Research Unit, 
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THE PROGNOSTIC VALUE OF PLACEBO RESPONSE 


LEON D. HANKOFF, M. D., NORBERT FREEDMAN, Pu. D., 
anp DAVID M. ENGELHARDT, M. 


patients were within normal limits except 
for the abnormal thymol turbidity and 
alkaline phosphotase tests recorded for the 
three during their episodes of jaundice. 

With one exception, parenteral injection 
of acepromazine did not cause local tissue 
reactions when given intermittently or for 
brief periods. However, 3 patients who re- 
ceived intramuscular injections three times 
a day developed tissue reactions after 2 to 
4 weeks. 

When administered parenterally or in 
high oral doses, acepromazine is a potent 
sedative. One hundred milligrams of ace- 
promazine, intravenously administered, acts 
faster than 200 mg. of chlorpromazine in 
sedating violent patients. Acepromazine’s 
main action is suppression of psychic over- 
activity expressed as talkativeness, com- 
pulsions, tension, anxiety, resistance, 
periodic outbursts, etc. 


SUMMARY 


Seventy-six per cent of 50 patients who 
had been resistant to all other therapies 
responded favorably to a program based 
on acepromazine’s psychosedative action. 
We feel that these results were obtained 
because the regimen emphasized individu- 
alization of dosage, use of adjunct medica- 
tions as indicated, and rehabilitation serv- 
ices to guide the patients through the “door 
to reality” opened by this new psycho- 
pharmacological agent. 


BIBLIOGRAPHY 


1. Ferguson, J. T.: J. A. M. A., 165; 1677, 
Nov. 30, 1957. 


placebo effects. The individual patient and 
his psychology has come to be considered 
a significant variable even in the purely 
“physiological” psychiatric treatments. The 
placebo reactor, the individual predis- 
posed to the reaction, has developed as a 
concept in studying this phenomenon. The 
present study is a report of a preliminary 
finding concerning the relationship be- 
tween initial placebo reaction and subse- 
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quent clinic course in a group of post- 
hospitalized schizophrenic patients. 


Thirty-three patients attending the Psy- 
chopharmacological Clinic were studied. All 
had been discharged from a_ psychiatric 
receiving hospital, had been diagnosed as 
schizophrenics, were between the ages of 
19 and 50, and began clinic attendance 
within a few days of discharge from the 
hospital. The hospital stays had usually 
been under one month. Upon admission 
to the clinic, the patients were started on 
placebo medication which continued for 
a period of three weeks, at which time ac- 
tive treatment was begun with one of the 
current ataraxics. 

Psychopathological features were rated 
by the treating psychiatrist on a modified 
Lorr Scale (42 items) adapted for out- 
patient use. 

Clinical course was assessed in terms of 
incidence and speed of rehospitalization. 
The 33 patients were divided into three 
groups: those having immediate rehos- 
pitalization (within 30 days of discharge), 
7; those having a delayed rehospitalization 
(over 30 days and up to 9 months), 15; 
and those remaining active in the clinic at 
the time of the study and never being re- 
hospitalized, 11. In the case of the latter 
group the time of active clinic attendance 
was between 1% and 2 years. 

Placebo response was rated using the 
psychiatrist’s progress notes. The patients 
were classified as reactors (favorable re- 
sponse to placebo) or non-reactors (neutral 
or unfavorable response to placebo). A re- 
actor is defined as a patient who reports 
improvement in presenting symptomatology 
within the first two visits, which he relates 
to the placebo. The placebo responses were 
also rated in terms of their duration, 
quality, appropriateness, and reversibility, 
but these factors are not pertinent to the 
present study. This scoring procedure 
yielded an interrater reliability of 90%, two 
of the authors showing agreement on 18 
of 20 cases used for a reliability check. 


FINDINGS 


Among the 33 patients, 15 were clas- 
sified as non-reactors and 18 as reactors. 


Included among the non-reactors was one 
patient who had a negative or unfavorable 
reaction to the placebo. Among the reac- 
tors, gradations and qualitative differences 
were present but are of no significance in 
the present study. When the reactors and 
non-reactors are grouped according to 
clinical course, a striking finding is seen. 
Within the immediate rehospitalization 
group not a single patient showed a favor- 
able placebo response, whereas 82% (9 out 
of 11) of the patients in the active group, 
i.e., those who subsequently maintained 
themselves outside the hospital, had favor- 
able placebo reactions. The delayed rehos- 
pitalization group occupied an intermediate 
position, 60% (9 out of 15) having favorable 
placebo reactions. Differences in clinic 
course as a function of placebo reaction 
are statistically significant well beyond the 
.01 level of confidence. 

No distinction among the three clinical 
groups could be made concerning sex, age, 
or schizophrenic psychopathology, as mea- 
sured by the psychiatrists’ ratings. 


Discussion 


Among this group of schizophrenic pa- 
tients who have had brief hospitalizations 
(psychotic episodes) and been returned to 
the community, the ability to have a favor- 
able symptomatic response to a placebo 
appears to be a prognostic sign for future 
success in the maintenance of ambulatory 
status. The presence of a placebo reaction 
was evidence that the patient would re- 
main ambulatory beyond the initial 30 days 
post-hospitalization. It may be postulated 
that the schizophrenic patient’s ability to 
become involved in clinic treatment to the 
extent of a placebo reaction is a measure 
of his ability to maintain his separation 
from the hospital and the symptoms which 
brought him there. On the other hand, the 
placebo reaction itself may act as a step- 
ping stone to the outside world and an at- 
traction offered by the patient to the treat- 
ing psychiatrist. 

We are currently investigating the psy- 
chological mechanisms involved in placebo 
reaction as a prognostic indicator, par- 
ticularly the possibility that denial of men- 
tal illness facilitates social recovery. 
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The patient reported in this paper ? is the 
only one of several hundred seen in a speci- 
al out-patient clinic for alcoholics, who 
substituted another drug for alcohol to 
the point where it was used continuously 
and from which the patient experienced 
true withdrawal symptoms. This patient 
used alcohol in a similar manner, con- 
tinuously imbibing rather than “binge” 
drinking. He had received tranquilizers 
and barbiturates but the drug to which he 
was primarily addicted remained alcohol 
until he received glutethimide. 


Case Report: The patient was seen once at 
our clinic in 1954, returned briefly in 1955 
and began regular contacts in 1957 which 
lasted until his hospitalization. He related that 
his first difficulty with drinking was in 1951. 
In 1952 he had a 7-day commitment to the 
county mental hospital for alcoholism, and was 
regularly committed to the same hospital in 
1953. On this admission the diagnosis was 
schizophrenia. He received insulin-coma thera- 
py with improvement and was discharged 
after 3 months. He appeared to be addicted 
to barbiturates at that time in addition to 
alcohol. 

In 1957, the patient began psychotherapy 
on an every other week basis and also was 
given various medications including those of 
the phenothiazine group. In May of that year 
the patient had discontinued use of the various 
tranquilizers which had been tried, and re- 
ported that he was taking half-gram Doriden 
tablets 2 to 3 times daily with great relief. 
Since he had shown improvement, the Doriden 
was continued. In July of 1957, the patient 
reported increased tolerance for Doriden and 
noticed that reduction in dosage resulted in 
abdominal pain, relieved by food. Withdrawal 
was immedately recommended. One week 
later, he reported that on attempting to stop 
the Doriden, he would develop severe muscular 


1524 Cooper, St., Camden 2, N. J. 

2Ed. Note: A third case of addiction to glute- 
thimide has been reported by Dr. Alan G. Johnson, 
dept. of psychiatry and neurology, Washington Univ. 
School of Medicine, St. Louis 4, Mo. 
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ADDICTION TO GLUTETHIMIDE (DORIDEN ) 


GEORGE A. ROGERS, M. D.' 


pains in the back, restlessness, abdominal pain 
and panic which prevented him from discon- 
tinuing the medication. Withdrawal of the 
drug was again recommended. 

Over the next 6 to 8 months, however, the 
patient continued to get the medication from 
another physician while continuing to see 
the writer for psychotherapy. He showed defi- 
nite increases in insight, improved mental 
organization, reality contact, and increased 
sobriety, a considerable improvement over his 
status one year before. Several attempts were 
made to substitute other drugs for the Doriden 
and the patient repeatedly made efforts to 
discontinue this drug, without success. In 
December, hospitalization was recommended 
for withdrawal. The patient refused, and was 
told that further outpatient effort to discon- 
tinue the drug was not feasible. Despite this, 
he continued contact with the clinic. 

In February 1958, the patient abruptly at- 
tempted to withdraw the Doriden, partly as 
a consequence of his running out of the drug, 
and came to the accident ward of the hospital, 
showing extreme restlessness plus episodic 
muscular spasms. These consisted of arching 
of the back, extension of the legs and flexion 
of the arms, of a clonic type without loss of 
consciousness. The spasm would last 4 or 
5 minutes, after which the patient would be 
relaxed for a time. The spasms appeared to 
be accompanied by extreme discomfort and 
were not relieved by phenobarbital or Dilantin 
but were relieved by Doriden. For the next 3 
days, the patient was placed on approximately 
his usual dosage of Doriden. This was gradual- 
ly withdrawn and replaced by phenobarbital. 
Following this, the phenobarbital was gradual- 
ly withdrawn but on the sixth hospital day, 
following what appeared to be too great a 
cut of his phenobarbital dosage, the patient 
reported that there were people outside his 
room plotting to come in and kill him. 

Medication failed to quiet the patient and 
he was committed to the state hospital. There 
he twice attempted suicide apparently as a 
result of continuous frightening hallucinations. 
A series of ECT gave relief and the restless- 
ness and confusion responded to Thorazine. 
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Four montks later, the patient was still hos- 
pitalized and the diagnosis was schizophrenia. 
SUMMARY 

This report illustrates one case where 
a potent, new, non-barbiturate sedative 
(glutethimide) proved to be addicting to 


a predisposed alcoholic with an underlying 
schizophrenic illness. It emphasizes, how- 
ever, the danger of addiction that this drug 
possesses, which in this patient was greater 
than alcohol, barbiturates, or any of the 
tranquilizing medications. 


LIOTHYRONINE TREATMENT OF ADULT CRETIN WITH 
PSYCHOSIS 


JOHN L. SIMON, M. D.! anv CHARLES W. G. ANDERSON, B. S., M. A. 


The subject, a 41-year-old male, was ad- 
mitted to the hospital division of the East 
Louisiana State Hospital in the summer of 
1957, for swelling, probably traumatic, of the 
left side of the face. The swelling rapidly sub- 
sided but because of other physical findings the 
patient was kept under observation. 

He was of striking physical appearance, 55% 
inches high, and markedly obese and flabby, 
but weight could not be determined because 
of lack of cooperation. His skin was thick, 
coarse, and dry with a yellowish cast. There 
appeared to be edema within the tissues, and 
large pouches about the eyes. The hair of the 
head was coarse, short, and black; body hair 
scanty with a female escutcheon. Blood pres- 
sure was 134/70 ; pulse and respiration within 
normal limits. The physical findings forcibly 
suggested the classical picture of cretinism in 
an adult. 

The patient’s chart indicated that he had 
been admitted to the East Louisiana State Hos- 
pital Nov. 15, 1940, at the age of 24. The 
commitment papers stated that he had hallu- 
cinations and mild paranoid delusions. Exam- 
ination at that time noted his coarse features, 
short stubby fingers, and female hair distribu- 
tion. Basal metabolic rate, however, was +-15. 
The patient was poorly oriented with mild 
persecutory delusions, defective judgment, and 
lack of insight. He was not regarded as men- 
tally deficient but as schizophrenic. 

On two occasions the patient had been re- 
leased from the hospital, but was returned be- 
cause of poor adjustment in the community. In 
1955 a note observed that he obeyed simple 
commands and verbalized slightly, but that 
he was subject to occasional temper tantrums 
and was belligerent toward other patients. After 


1 Address P. O. Box 2506, Rio Piedras, Puerto 
Rico. 


this date, he became more withdrawn and 
rarely spoke. His marked obesity contributed 
to his difficulty in moving about. 

When the patient came to our attention in 
1957 he was generally quiet and cooperative. 
He responded fairly well to commands, but 
his speech was limited to unintelligible and in- 
coherent sounds, usually monosyllabic. We 
found no record of previous treatment for 
thyroid deficiency, although the basal meta- 
bolic rate of +-15 in 1940 suggests that he may 
have been treated before his admission. Cer- 
tainly he had had no recent treatment, and had 
not had the benefit of the newer drugs. 
Through the courtesy of Smith, Kline & 
French, who supplied us liberally with liothy- 
ronine (“Cytomel,” SKF), treatment with this 
drug was instituted on Sept. 24, 1957 with 5 
meg. daily. On Oct. 3, the dose was increased 
to 10 meg. daily, and with subsequent in- 
creases in October, November, and December, 
the dose was raised to 25 mcg. t.i.d. The pa- 
tient has accordingly been receiving 75 mcg. 
daily from December 1957 to date (May 7, 
1958). 

The most striking change was in the pa- 
tient’s appearance. He rapidly became de- 
flated, with loss of the large pouches about 
the eyes. His bulk decreased so that his clothes 
hung loosely from his body. He displayed more 
mobility and animation. Temperature, respira- 
tory rate, and blood pressure remained normal ; 
the pulse was at times elevated, reaching 96 
per minute. 

When treatment was begun, the patient was 
withdrawn and seclusive. He responded only 
to direct commands. His speech was unintel- 
ligible. By October 1957, he already appeared 
more alert and talkative. On the other hand, his 
behavior suggested that he was having hallu- 
cinations, for he addressed profanities toward 
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a non-existent person. In November he an- 
swered questions better, but his speech was 
still somewhat thick. In later interviews he re- 
sponded more adequately when addressed, but 
continued actively psychotic. He was given to 
profane outbursts directed at those dealing with 
him. He carried out simple acts when request- 
ed, only to follow them with profane comments. 
He has remained so. Since he is less with- 
drawn however, and his speech is clearer his 
psychotic thoughts and actions are more 


obvious. It should be noted that during treat- 
ment with liothyronine, no attempt was made 
at specific psychiatric treatment. 


SUMMARY 


A case of treatment of a psychotic adult 
cretin with liothyronine is reported. The 
drug produced marked physical improve- 
ment with no notable amelioration of the 
mental state. 


MIND ENSLAVED 
It is a common experience to every one of us that we are easily satisfied with 
our own ideas. We are strong on building theories, or a general interpretation of 
an enormous number of facts, or the knowledge of a very small number of facts. 
And once our convictions have been formed we stick to them, in spite of all that 
other people, equally satisfied with their own convictions, may say to the contrary. 
What does this mean, if not that we are naturally, normally, the prisoners of our 
own convictions P What is true of our everyday convictions is equally true of 
philosophy and science. By deciding that the human mind is free to prescribe its 
own law to things, idealism has, under pretense of liberating the human mind 
from those things, enslaved the human mind to itself. 
—ETIENNE GILsoN 
(Harvard Tercentenary Address, 1936) 
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JB-516 AND IPRONIAZID * 
FREDERICK LEMERE, M. D.? 


The following tentative evaluation of the 
clinical value of JB-516 as compared to 
iproniazid (Marsilid) is based on a screen- 
ing trial of these drugs in the office treat- 
ment of depressed patients (157 treated 
with iproniazid during the past 2 years 
and 41 with JB-516 during the past 5 
months). 

Compound JB-516 (Lakeside Labora- 
tories) is an analogue of amphetimine in 
which an amino group has been replaced 
by a hydrazine radical. This gives JB-516 
the combined action of amphetamine-like 
cerebral stimulation and the iproniazid- 
like action of monoamine oxidase inhibi- 
tion. The hope is to find a drug that will 
be as effective an antidepressant as iprania- 
zid without the attendant risk of falling 
from hypotension and jaundice or death 
from hepatic involvement. 

The results of our study can be expressed 
only in terms of general clinical impres- 
sions as no control or double-blind methods 
were used. Iproniazid and JB-516 appear 
to be comparable and effective drugs for 
the treatment of endogenous depressions. 
About 60% of the patients were materially 
helped or cured of their depression. Neither 
drug is usually as effective as ECT in 
severely depressed patients but many have 
responded sufficiently to make ECT un- 
necessary. Their use concomitantly with 
ECT often reduces the number of treat- 
ments needed and maintains the improve- 
ment initiated by ECT. 

The proper dosage for each drug is 
difficult to ascertain and requires close 
supervision. It is my impression that 
12.5 mg. of JB-516 is roughly equal to 50 
mg. of iproniazid, both being the maximum 
amount that should be given daily. In these 
approximately equivalent amounts, the 
hypotensive effect is less with JB-516, and 
the therapeutic response usually quicker 

1 JB-516 supplied by Lakeside Laboratories, Mil- 
waukee, Wisc. 


2 From the dept. of psychiatry, Univ. of Washing- 
ton School of Medicine, Seattle, Wash. 
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(within 2-14 days) and more active than 
with iproniazid. In a few patients the initi- 
al feelings of well-being produced by JB- 
516 seemed to wear off on continued ad- 
ministration. Whether this will be an oc- 
casional characteristic of this drug (as it 
is with amphetamine) remains to be de- 
termined. 

No hepatic involvement or other serious 
side-effects were encountered with either 
drug except for potentially dangerous fall- 
ing spells in 8 of the iproniazid and 3 of 
the JB-516 patients. Two of these JB-516 
patients had received a course of ipronia- 
zid immediately before being changed to 
25 mg. of JB-516 daily and probably had 
too high a level of monoamine oxidase 
inhibition from cumulative action. In one 
the blood pressure had dropped from 
180/100 to 110/70 and it was apparent 
that the fainting spells were on the basis 
of orthostatic hypotension. The second pa- 
tient, however, had a blood pressure drop 
only from 150/100 to 140/80. The sud- 
den nature of her falling attack without 
warning or convulsion but with loss of 
consciousness, plus a history of an identical 
spell 7 years before, suggests an epileptic 
factor, especially since JB-516 has been 
shown to activate the EEG. The third pa- 
tient had been on 25 mg. of JB-516 daily 
for 2 weeks when she suddenly fell twice 
without loss of consciousness. One JB-516 
patient had parathesias of the hands identi- 
cal to that produced occasionally by iproni- 
azid. 

This preliminary screening study con- 
firms the antidepression effectiveness of 
both agents. The approximate clinically 
equivalent and maximum safe daily dose 
seems to be 12.5 mg. for JB-516 and 50 mg. 
for iproniazid. At this dosage, JB-516 is 
slightly less hypotensive and somewhat 
quicker and stronger in its antidepressive 
effect. Higher doses of JB-516 have pro- 
duced falling spells in 3 patients. Thus far 
no hepatic involvement has been reported 
from JB-516. 
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CoMMITTEE ON LEGAL ASPECTS OF 
Psycuiatry—This committee has been 
working on 4 major problems that have 
come to its attention. It has been concerned 
seriously with the problems of privilege 
and communicatic; between psychiatrists 
and patients. It has been concerned with 
the problem of new legislation covering 
the definition of insanity and responsibility. 
It is attempting to work through to a defini- 
tion that will lie somewhere between the 
old McNaughten rule and the new Durham 
decision, and which will be more practically 
useful than either of them. It has been 
asked to consider the question of whether 
it is a breach of confidentiality, and it is 
working on the problem, to ask that, in a 
given State, patients in psychiatric hospitals 
and clinics be reported by name to a State 
statistical office. And finally, it has been 
coping with the involved problems of what 
are the psychiatric indications, if any, for 
legal abortion. 


CoMMITTEE ON LIAISON WITH THE 
AMERICAN HosprraL AssociatTion—This 
committee has had several interim meet- 
ings in addition to the Fall meeting and the 
Annual Meeting, usually with members 
from the corresponding committee of the 
American Hospital Association. They have 
been concerned with the problem of in- 
surance coverage for mental illness, not 
only by Blue Cross and the commercial 
companies, but also in workmen’s compen- 
sation coverage. They have also been con- 
cerned with the encouragement of schools 
of hospital administration which stress the 
mental hospital; and they have been at- 
tempting to explore means of improving 
the relationships between mental hospitals 
and general hospitals and within general 
hospitals between the psychiatric services 
of those hospitals and the other services. 


CoMMITTEE ON NOMENCLATURE AND 
Sratistics—This committee is one of the 


OFFICIAL REPORTS 


REPORT OF THE COORDINATING COMMITTEE 
ON PROFESSIONAL STANDARDS 


hardest working ones. It has had a series 
of interim meetings. It plans within the 
next two years to revise completely the 
nomenclature and to publish a new manual 
of statistics. In working toward this end, 
it has set up a series of pilot studies where 
tests have been carried out of the practical- 
ity and validity of certain of the methods 
of keeping these statistical accounts. 


CoMMITTEE ON PrivaTeE Practice— 
This committee has been working also with 
Blue Cross and health insurance coverage 
in terms of psychiatric illness, but from a 
somewhat different point of view than the 
work of the Committee on Liaison with 
the American Hospital Association. They 
are preparing, after considerable study, a 
statement which was presented to the 
Council for its consideration, to the effect 
that insurance coverage for psychiatric ill- 
ness is not only feasible but in the public 
interest, and with this statement by Coun- 
cil, the committee hopes to appear before 
a series of legislative and other bodies to 
attempt to implement and testify to this 
effect. 


CoMMITTEE ON PsycHiaTRiC Nursinc— 
This committee has concentrated large- 
ly on the problem of the psychiatric aide 
as a part of the psychiatric nursing team. 
It has a joint project with the National 
League for Nursing and has recovered a 
grant from the National Institute of Men- 
tal Health which will enable a series of 
pilot projects. Teams will be sent to various 
hospitals for a period of two weeks to in- 
struct the nurse instructors of psychiatric 
aides in content and technique for such 
courses. It is hoped that the end result will 
be better in-service training for psychiatric 
aides. In addition, the Committee on Psy- 
chiatric Nursing conducted a Round Table 
at the Annual Meeting and already has 
spent some time advising with the National 
League of Nursing on a film entitled, “Psy- 
chiatric Nursing”, which had its premiere 
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showing on June 8 in Atlantic City, in re- 
lation to a national nurses meeting. 


CoMMITTEE ON PsycuiaTRIC SOcIAL 
Worx—This committee has had a special 
problem. It was disrupted by illness and 
resignation and had to reconstitute itself 
almost afresh this year. Nevertheless, it 
prepared a program of papers presented at 
the Annual Meeting. It has had a series of 
discussions with social work educators on 
curriculum in schools of social work. It is 
concerned with the relationship between 
itself and other similar committees and 
regional social work organizations ; and has 
been working with the Committee on Aging 
in joint projects concerned with the care 
of the aged and the aging, and other re- 
habilitation problems. 


CoMMITTEE ON RELATIONS WITH Psy- 
cHoLocy—This committee has run into 
a stormy course and it seems to me that it 
has steered as carefully and as accurately 
as anyone could do. It requested at the last 


meeting of the Executive Committee that 
The American Psychiatric Association with- 
draw its approval of certification legislation 
and this recommendation the Council ac- 
cepted. The Committee also recommended 
that The American Psychiatric Association 
restate and reaffirm its basic statement of 
policy made several years ago in conjunc- 
tion with the American Psychoanalytic As- 
sociation and the American Medical Asso- 
ciation which deals with the practice of 
medicine. The Council agreed with this 
recommendation and the statement was 
reaffirmed and was republished in recent 
issues of the American Journal of Psychiatry 
and in the Newsletter. 


COMMITTEE ON STANDARDS AND POLICIES 
or Hosprrats AND Cuinics—This commit- 
tee is also a hard working committee 


which has had several interim meetings be- 
tween the Fall Committee meetings and the 
Annual Meeting. It co-sponsored with sev- 
eral other national organizations a large 
conference on the use of volunteers in psy- 
chiatric hospitals held in Chicago on June 
12-17. It is, under a grant which it has 
obtained, considering the next steps for 
revising the standards for psychiatric hos- 
pitals. It is in the process of publishing 
standards for staffing psychiatric clinics, 
and working in conjunction with the Com- 
mittee on Religion and Psychiatry, has re- 
vised the standards for Chaplains in hos- 
pitals. 


Ap Hoc Commnirregs— This year, for the 
first time, there have been attached to the 
Coordinating Committees certain Ad Hoc 
Committees for administrative purposes. 
These committees report directly to Coun- 
cil, but two of them attached to my group 
of Coordinating Committees have been 
doing such an important job that I should 
like to take a moment to tell you about 
them. The Ad Hoc Committee on Liaison 
with the American Academy of General 
Practice has had several interim meetings 
with the corresponding committee of the 
Academy of General Practice. It has recom- 
mended liaison at the local level between 
state chapters of the AAGP and the APA 
District Branches. It has obtained a grant 
to continue this work. It is hoping to set up 
a project offering psychiatric education to 
general practitioners; and is considering 
publication of certain handbooks. The Ad 
Hoc Committee on Mental Hospitals has 
spent its time considering its functions and 
future activities, and is prepared to recom- 
mend its continuance as a Standing Com- 
mittee. 

It has been very satisfying to work with 
these committees. They are hard working, 
they are cooperative, and it is a great plea- 
sure to report on their activities. 

Wilfred Bloomberg, M. D., 
Chairman. 
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Editor, THz AMERICAN JOURNAL OF Psy- 
CHIATRY : 

Sm: We, the undersigned, are enclosing 
an excerpt from an editorial in the Septem- 
ber 1958 issue of the Journal of Pediatrics 
which we feel deserves to be reprinted in 
a prominent place in the American Journal 
of Psychiatry. We feel that the criticism 
is entirely justified and that if psychiatry 
receives more criticisms of this nature from 
our colleagues in the various medical spe- 
cialities, it might have some beneficial 
effect in bringing us back to a more scien- 
tific and realistic psychiatry. 

Benjamin F. Moss, Jr., M.D., 
Hervey M. Cleckley, M. D., 
Corbett H. Thigpen, M.D., 
William P. Robison, M. D., 
Augusta, Ga. 


The excerpt from the Journal of Pedi- 
atrics follows : 

One of our greatest peeves and irritants 
is not in the use of words, but the state- 
ment as a fact of a theoretical concept for 
which no scientific proof exists and which 
is probably incapable of proof. We have 
no objection to a discussion based on a 
theoretical concept. The objection lies in 
the statement of a concept as a fact. A 
glaring and frequent example is the “se- 
curity of the womb” concept encountered 


Editor, THz AMERICAN JOURNAL OF PsycuI- 
ATRY : 

Sim: I read with great interest “A Study 
in Non-Restraint” published in the August 
1958, number of the American Journal of 
Psychiatry. I would like to call your at- 
tention to the fact that the Kalamazoo 
State Hospital has not used restraint during 
the past 50 years. During this time a mini- 
mum of sedatives have been used. Seclu- 
sion during these 50 years in this 3,500 
bed mental hospital has been strikingly 


CORRESPONDENCE 


THE SECURITY OF THE WOMB 


NON-RESTRAINT AT KALAMAZOO STATE HOSPITAL 


in discussions by child psychiatrists. For 
example, a recent sentence was as follows : 
“When these are lacking he (the child) 
becomes fearful and in his anxiety seeks 
the shelter of the security he knew before 
birth.” We ask how the writer—or anyone 
else—knows the unborn child knew security 
in the womb. The objection is not due to 
this concept by one school of psychiatrists 
—and Heaven only knows how many other 
schools disagree—being used as an explana- 
tion for certain forms of behavior in child- 
hood, but to its being made as a statement 
of fact. What is worse is that it was not 
in a discussion for physicians, who prob- 
ably would be aware that it reflected a 
theoretical concept, but in a discussion 
intended for popular reading. Incidentally, 
it might be pointed out that the basic 
fallacy in the concept lies in the fact that 
the intrauterine period of life cycle is the 
most insecure point in the life of an in- 
dividual. We have asked some of our 
psychiatric colleagues who hold to this 
concept to just what period of intrauterine 
life they refer, the embryo or fetus, and 
to just when in the womb the unborn child 
knows he is secure. When a statement is 
made as a fact, there must be supporting 
scientific data. We have never encountered 
any in this womb business. 


low, with many days when no patients 
were secluded. The 8 continuous flow tubs 
were used daily, and restraint was seldom 
used to keep the patients in the tubs. 

I refer you to the report of Alfred I. 
Noble, medical superintendent for the year 
1907-1908, which signalled the beginning 
of non-restraint at the Kalamazoo State 
Hospital : 


. . . If there were any question as to ob- 
taining good results by placing disturbed pa- 
tients, those who may be restless or noisy, 
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denudative, destructive, or violent, in bed in 
dormitories under the direct supervision of 
competent nurses, we could find a good object 
lesson in the changed condition of the patients 
now being cared for in the dormitory of Ward 
K. Ten patients of the above class, represent- 
ing various forms of mental disease, have 
been collected from different parts of the 
institution and are now under the constant 
observation of a nurse. Instead of each being 
a separate nucleus of disorder and a continual 
expense through destructiveness, we have con- 
centrated and to a large extent removed the 
trouble by taking the patients out of seclusion, 
solitary confinement, as it were, and by giving 
them individual attention at little or no added 
cost. Under this treatment, the patients gen- 
erally become more quiet and tractable, and 
evil habits and practices are more easily 


corrected. After a time, they frequently be- 
come so comfortable that it is possible to locate 
them elsewhere and make room for others 
until there is perchance a recurrence of the 
excitement. 


Since the advent of the ataractic drugs, 
and better psychiatric treatment, the con- 
tinuous flow tubs have not been used, and 
seclusion has been a rarity. 

I can certify to the above facts because 
I have been on the staff, or affiliated with 
the Kalamazoo State Hospital, for the 
past 44 years, and for 26 years prior to 
retirement I was the medical superinten- 
dent of the Kalamazoo State Hospital. 

R. A. Morter, M.D., 
Kalamazoo, Mich. 
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In many states and countries death is 
still the legal penalty for murder. Being 
“of unsound mind” is usually considered 
cause for acquittal because the defendant 
is then supposed “not to be responsible” 
for his act. But who can weigh responsi- 
bility ? How much understanding must a 
man have to become responsible ? It cer- 
tainly is not a matter of black or white but 
of degree. Personally, I believe that no man 
is “normal” when he commits murder. And 
what is more, it seems to me worse to 
execute a “normal” man who might be sal- 
vaged than one who is obviously abnormal 
and has less chance of rehabilitation. These 
subjects are now being widely discussed 
in the lay press. 

A book called Anatomy of a Murder(1) 
has been for weeks at the head of the “best 
seller” lists. Besides being a dramatic story, 
it is a skillful exposure of the misuse of 
the plea of “insanity” to escape punish- 
ment for murder. As such the book is 
educational in a most effective way. Four 
other events have focussed attention on the 
chronic controversy concerning capital 
punishment. Leopold has been set free 
from Joliet prison after serving 33 years 
for the murder of Bobby Frank. A book 
called Compulsion interpreting the Le- 
opold-Loeb case of 1923 has been pub- 
lished(3). Leopold has just published a 
book of his own(3). And last and most 
important, a book of Clarence Darrow’s 
speeches called Attorney for the Damned 
(4) is also on the “best seller” list. This 
book not only contains his address to the 
judge in the Leopold-Loeb case but also 
his remarkable speech in his debate with 
Judge Talley on “Is Capital Punishment a 
Wise Policy ?” He emphatically believed 
it was not, saying (p. 93), “The state of 
mind is one thing when a homicide is com- 
mitted and another thing weeks or months 
afterward when every reason for com- 
mitting it is gone.” Again I quote (from p. 
98) : “Does anybody know when anybody 
is guilty ? There is a great deal implied in 
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that. For me to do something or for you to 
do something is one thing ; for some other 
man to do something quite another. To 
know what one deserves requires an infinite 
study, which no one can give to it. No one 
can determine the conditions of the brain 
that did the act.” 

Twenty-five years have passed since Dar- 
row made his dramatic pleas for psycho- 
logical understanding of the minds of mur- 
derers, But the clichés of M’Naghten’s case 
of 1843 still becloud the issue. It is easier 
to express unprovable opinions as to 
whether the defendant “knows right from 
wrong’ at the moment of the act than it 
is to use the methods of modern psychiatry. 
It is easier, because these methods mean 
the setting aside of hate and fear and the 
painstaking and time-consuming task of 
learning everything possible about the life 
history of the accused person. In fact, one 
might say that the defence of Leopold and 
Loeb marked the beginning of an epoque 
in legal psychiatry. The defense may have 
been tedious and repetitious. Perhaps it 
was useless as far as saving the lives of the 
two murderers was concerned, for in retro- 
spect it would appear that Judge Davis 
had earlier made up his mind not to impose 
the death penalty on account of the youth- 
fulness of the defendants. Darrow’s insist- 
ence on making a thorough research into 
the psychiatric problem was a great ad- 
vance and an important precedent in 
criminology. 

Whatever one may think of the effective- 
ness of capital punishment as a deterent of 
crime and whatever one’s moral feelings 
may be toward legal revenge and punish- 
ment, there is one effect of the legalized 
death penalty that one must consider when 
deciding whether he is for or against 
capital punishment. It is psychological and 
it is of great practical importance. In a 
state where the death penalty can be im- 
posed, a murder trial loses all resemblance 
to a thoughtful and earnest search for the 
truth and becomes a dramatic game of 
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life and death. This reduces to a remark- 
able degree the intelligent functioning of 
the attorneys and jurors. It leads to emo- 
tional appeals to the jury; it leads to ex- 
ploitation of emotional suspense by the 
press. This may occur, of course, in criminal 
trials other than murder trials where the 
crime is related to a critical contemporary 
crisis. The point is that this emotional 
stultification of justice always takes place 
in a trial when the issue is life or death. 
Once this question of life or death is 
removed from the trial, the court could 
settle down to a rational and realistic study 
of, first, what are the knowable facts ? 
Second, what is the appropriate treatment 
of the social situation caused by the de- 


fendant’s acts ? Should he be taken out of 
the community and if so, to what sort of 
an institution should he be sent? I hope 
to see the death penalty abolished so these 
questions may be settled dispassionately 
with human and social insight. 

S. C. C. 
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’ HABIT 


Habit is thus the enormous fly-wheel of society, its most precious conservative agent. 
It alone is what keeps us all within the bounds of ordinance . . . It alone prevents the 
hardest and most repulsive walks of life from being deserted by those brought up to 
tread therein. It keeps the fisherman and the deck-hand at sea through the winter ; it 
holds the miner in his darkness, and nails the countryman to his log-cabin and his 
lonely farm through all the months of snow . . . It dooms us all to fight out the battle 
of life upon the lines of our nurture of our early choice, and to make the best of a 
pursuit that disagrees, because there is no other for which we are fitted, and it is too 
late to begin again. It keeps the different social strata from mixing . . . It is well for the 
world that in most of us, by the age of thirty, the character has set like plaster, and will 
never soften again. 
—WILLIAM JAMES 
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Dr. Matuew Ross, APA Mepicat Dt- 
RECTOR.—Dr. Mathew Ross, who took office 
as Medical Director at the APA Central 
Office in September, succeeding Dr. Daniel 
Blain, is a native of Massachusetts. A 
graduate of Tufts University and Tufts Uni- 
versity School of Medicine (1942), he 
served in World War II as a Major in the 
Army Medical Corps in the European 
Theatre. 

In addition to the years of his residency 
training (1946-48) at the VA Hospital at 
Los Angeles, he studied psychosomatic 
medicine at the University of Southern Cali- 
fornia School of Medicine, and neurology 
at the College of Medical Evangelists in 
Los Angeles. From 1948-51 he undertook 
post graduate training at the Los Angeles 
Institute of Psychoanalysis. 

In addition to his private practice in 
Beverly Hills, Dr. Ross served as clinical 
professor of psychiatry and also of psy- 
chology at the University of California 
Medical Center in Los Angeles. A psychia- 
trist with the Student Health Service of the 
University of California, he was also at- 
tending psychiatrist at several hospitals in 
that area. 

Of his many publications, the most recent 
is “Homosexuality in College,” published 
August, 1958 in the Archives of Neurology 
and Psychiatry. Others include “Hypnosis : 
Its Evolution and Use in Medicine To- 
day,” “Some Psychosomatic Aspects of Es- 
sential Dysmenorrhea,” both published in 
California Medicine, and “Some Psychiatric 
Aspects of Senescence,” published in Psy- 
chiatric Quarterly. 

A Fellow of the APA, Dr. Ross is certified 
in psychiatry and is a Diplomate of the 
National Board of Medical Examiners. 
Among the other scientific societies of 
which he is a member are the American 
Medical Association, the American Geri- 
atrics Society, the Group for the Advance- 
ment of Psychiatry, the American Associa- 
tion for the Advancement of Science, and 
the Gerontological Society. 

Dr. Ross, his wife, Brenda Boynton Ross, 
and their four children live at 1855 Ply- 
mouth Street N. W., Washington 12, D. C. 


NEWS AND NOTES 


AMERICAN Group PsycHOTHERAPY As- 
SOCIATION.—The American Group Psycho- 
therapy Association will hold its 3rd An- 
nual Institute, January 21 and 22, 1959, 
and its 16th Annual Conference, January 
23 and 24, at the Henry Hudson Hotel, 
New York City. 

For further information write to Cor- 
nelius Beukenkamp, M.D., Public Relations 
Chairman, 993 Park Avenue, New York 28. 


NATIONAL Counci..—The mem- 
bership of the National Health Council 
consists of governmental and voluntary 
health agencies, professional associations, 
civic groups and business firms having a 
major interest in health. 

Dr. Norvin C. Kiefer, President of the 
Council, announces that the American Col- 
lege of Preventive Medicine (Dr. V. A. 
Van Volkenburgh, assistant commissioner 
of the New York State Department of 
Health, President) has recently been 
elected to active membership. 

A chief aim of the Association is the 
establishment of highest possible standards 
in education practice and research in pre- 
ventive medicine and public health. 


SouTHERN RecionaL Epvucation Boarp 
Grants.—A total of 21 grants for in-service 
training of workers in mental institutions 
of Southern States have been awarded by 
the Southern Regional Education Board 
under its program in mental health train- 
ing and research. These were made possible 
by a $90,000 grant by the National Institute 
of Mental Health. They are designed to 
enable staff members of mental hospitals 
or training schools in the South to observe 
new or unusual programs in other hospitals 
anywhere in the country to help them 
improve their own program. Grants are 
available to anyone working on the staff 
of a mental hospital or training school, in- 
cluding administrative, professional and 
operational personnel, such as ward attend- 
ants, aides, nurses, rehabilitation person- 
nel, clinical directors, superintendent and 
others. 
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Persons interested in the grants should 
write directly to the South Regional Educa- 
tion Board, 881 Peachtree St., NE, At- 
lanta 9, Ga. 


Kurt Honorep.—A meeting 
sponsored by the Association for the Ad- 
vancement of Psychoanalysis in honor of 
Kurt Goldstein’s 80th birthday was held 
at the New York Academy of Medicine, 
Fifth Avenue and 103rd St., on Wednesday 
evening, October 22, 1958. 

Speakers were: Frederick A. Weiss, 
M.D., Lawrence Kubie, M. D., Harold 
Kelman, M.D., and Rollo May, Ph.D. 


Brooxiyn Psycuiatric Socrty.—The 
second dinner meeting of the Brooklyn 
Psychiatric Society will be held at the 
Brooklyn State Hospital, 681 Clarkson Ave., 
Brooklyn, N. Y., on Thursday, Nov. 20, 
1958. 

The topic, to be discussed by a panel of 
5, is “Concurrent Psychoanalytical Treat- 
ment of Husband and Wife by the Same 
Therapist.” 

For further information write Abbott 
Lippman, M.D., Secretary-Treasurer, 929 
Albemarle Rd., Brooklyn 18, N. Y. 


News From intensive 6- 
month psychiatric training course was com- 
pleted November 22, 1958, at the Somdej 
Chewphaya Hospital, Dhonburi, Thailand, 
under the supervision of Drs. Phon Sang- 
singkeo and Arun B, Suwana. Twenty-nine 
residents, 19 from neuropsychiatric hospi- 
tals, and the rest from general hospitals in 
Thailand, participated in the course of 
402 hours of clinical practice and 307 hours 
of lectures. Certification will be given to 
those passing final examinations. 

Efforts are also being made to give more 
time in the Thailand medical school cur- 
riculum to the teaching of clinical psy- 
chology and psychiatry. When the Rocke- 
feller Foundation set the curriculum 30 
years ago, only 30 hours of the 6-year 
medical course were devoted to clinical 
psychology and psychiatry. It was not until 
two years ago a revision was made by the 
Medical University in co-operation with 
the USOM and the China Medical Board 


establishing psychiatry as a major subject 
and initiating the training of psychiatric 
nurses. Early this year Dr. Karl M. Bow- 
man, San Francisco, Cal., visited Thailand 
under the sponsorship of the China Medical 
Board and helped the authorities set up the 
following teaching program: 36 hours of 
general psychology in premedical years ; 
22 hours of clinical psychology ; 34 hours 
of psychiatry and psychodynamics; 132 
hours of clinical practice and lecturing ; 
and 20 hours of mental health, totalling 
254 hours of instruction. 


Sympostum oN Locoruerapy.—At the 
annual meeting of the World Federation 
for Mental Health, the Austrian Medical 
Society sponsored, on Aug. 26, 1958, in 
the Policlinic of Vienna, a Symposium on 
Logotherapy. It was attended by 52 scien- 
tists from 13 countries—the U. S. A., Cana- 
da, Japan, Korea, Thailand, Ceylon, Israel, 
Turkey, Switzerland, England, the Nether- 
lands, Germany, and Austria; 23 partici- 
pants came from the U. S. A. 

The speakers were : Prof. Dr. Walter A. 
Weisskopf, Chicago ; Rev. Joseph E. Brown, 
S. J., St. Louis; Dr. Max Gruenthal, New 
York City ; Prof. Dr. Walter v. Baeyer, Hei- 
delberg ; Dr. Wilhelm Grillmayr, Colombo ; 
Prof. Dr. Viktor E. Frankl, Vienna. The dis- 
cussion centered around the problem of 
the relation between logotherapy and psy- 
choanalysis ; between medical and pasto- 
ral ministry ; between noogenic, psycho- 
genic and somatogenic neuroses. 


Tue Horsemer Prize.—This prize of 
$1,500 is awarded annually by The Ameri- 
can Psychiatric Association for an outstand- 
ing research contribution in the field of 
psychiatry or mental hygiene which has 
been published within a 3-year period up 
to the date of the award. Studies in press 
or in preparation are not eligible for this 
award, 

This competition is open to citizens of 
the United States and Canada who were 
not over 40 years of age at the time the 
study was submitted for publication ; or to 
a research group whose median age does 
not exceed 40 years. The next award will 
be made at the annual meeting of the 
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Association in April 1959. Entries sub- 
mitted to the Prize Board before Feb. 15, 
1959, will be considered. It is imperative 
that 8 reprints or duplicated copies of each 
entry as well as the necessary data concern- 
ing age and citizenship be sent to John I. 
Nurnberger, M.D., Chairman, Hofheimer 
Prize Board, 1100 West Michigan St., In- 
dianapolis 7, Ind. All entries are inde- 
pendently evaluated by each member of 
the Hofheimer Prize Committee and final 
selection determined by equal vote. 


N. J. Srxra AnNuAL Neuro-PsycuiaTric 
InstitruTE.—This Institute was held Wednes- 
day, September 17, 1958, at the Neuro- 
Psychiatric Institute, Princeton, N. J. It 
was dedicated to Dr. Robert S. Garber, 
the first medical director of the Institute 
and the founder of Institute Day. 

Under the general theme, “Modern View- 
points in Research,” the following papers 
were delivered : “Studies of the Functional 
Capacities of Midbrain and Hindbrain” by 
Philip Bard, Ph.D. ; “How Do Personal At- 
titudes and Interests Influence Psycho- 
therapeutic Effectiveness ?” by Barbara J. 
Betz, M.D.; “Measurement of Higher 
Brain Functions” by Ward C. Halstead, 
Ph.D. ; “Biochemical Hypothesis of Schizo- 
phrenia” by A. Hoffer, M.D.; “The New 
Conceptual Frames for Behavioral Re- 
search” by Gregory Bateson ; “Recent Con- 
tributions to Objective Psychiatry” by W. 
Horsley Gantt, M.D.; and “Acetycholine 
and Behavior” by Carl C. Pfeiffer, M.D. 

At the dinner meeting at the Princeton 
Inn, Hudson Hoagland, Ph.D., Executive 
Director, Worcester Foundation for Ex- 
perimental Biology, spoke on “Some Bio- 
chemical Aspects of Schizophrenia.” 


Honor ror Dr. Hocn.—Paul H. Hoch, 
M.D., New York State Commissioner of 
Mental Hygiene, was presented the first 
annual Nolan D. C. Lewis Award for Psy- 
chiatric Research by the Board of Man- 
agers of the N. J. Neuro-Psychiatric In- 
stitute September 17, 1958, at a dinner 
meeting of the 6th annual Neuro-Psy- 
chiatric Institute held at the Princeton Inn. 
The Award is named in honor of Nolan 
D. C. Lewis, M.D., who recently retired 


as Director of Research for the N. J. De- 
partment of Institutions and Agencies and 
is presently Consultant in Research to this 
Department. 

Dr. Hoch also was awarded the Adolf 
Meyer Memorial Award for his outstanding 
research in April 1955, and the International 
Rho Pi Phi Pharmaceutical Fraternity “Man 
of the Year” Award in June 1956 for his 
leadership in the campaign against mental 
illness. 


PaNeL ON MENTAL RETARDATION, SREB. 
—The Southern Regional Education Board 
has formed a Panel on Mental Retardation 
to attack some of the problems in training 
and research in this field. The Panel will 
advise and assist the staff of the Board 
in the following activities: 1. Continuing 
assessment of the research and professional 
and technical training needs in the field. 
2. Identification of promising practices in 
meeting these needs. 3. Formulation of 
various solution to problems blocking the 
meeting of these needs. 4. Obtaining action 
in implementing recommended solutions. 


CONFERENCE ON HALLUCINATIONS.—A 
two-day conference on hallucinations will 
take place in Washington, D. C., Dec. 27- 
28, under the joint sponsorship of The 
American Psychiatric Association and the 
American Association for the Advancement 
of Science. Sessions will be held in the 
Sheraton-Park Hotel from 9 a.m.-12 noon 
and 2-5 p.m. daily under the direction of 
Dr. Louis Jolyon West, professor of psy- 
chiatry at the University of Oklahoma 
School of Medicine. 

A tentative list of other participants in- 
cludes : Leon Eisenberg, M.D., Irwin Fein- 
berg, M.D., Sanford Goldstone, Ph.D., 
Milton Greenblatt, M.D., Woodburn Heron, 
Ph.D., Lawrence C. Kolb, M.D., Sidney 
Malitz, M.D., Amadeo S. Marazzi, M.D., 
Arnold H. Modell, M.D., James Clarke 
Moloney, M.D., Philip Solomon, M.D., Jack 
A. Vernon, Ph.D., Edwin A. Weinstein, 
M.D., and Otto A. Will, M.D. 


1958 MENTAL Hosprrau Service ACHIEVE- 
MENT Awarps.—Three psychiatric hospitals 
and a state office were honored in the 1958 
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Achievement Award competition sponsored 
by the APA Mental Hospital Service. A 
silver plaque was presented to the Ne- 
braska Psychiatric Institute, Omaha, (Dr. 
Cecil Wittson, Director) in recognition of 
the Institute’s research, training and com- 
munity service programs. Honorable Men- 
tion certificates were given to the Osa- 
watomie State Hospital, Kans. (Dr. George 
Zubowicz, Superintendent) for its com- 
munity relations activities ; the New Jersey 
Neuro-Psychiatric Institute, Princeton (Dr. 
Robert E. Bennett, Medical Director) for 
progress made since its conversion from 
an epileptic colony in 1952; and to the 
Minnesota Department of Public Welfare 
(Dr. Dale C. Cameron, Medical Director ) 
for developing a statewide volunteer pro- 
gram. 

The Award presentations were made by 
APA Medical Director Mathew Ross at 
the banquet of the Tenth Mental Hospital 
Institute in Kansas City on October 20, 
1958. 


Grants FOR RESEARCH IN PROBLEMS OF 
Sex.—The Division of Medical Sciences of 
the National Academy of Sciences-National 
Research Council invites applications for 
grants-in-aid of research for consideration 
by the Committee for Research in Problems 
of Sex. Endocrinological, neurological, 
psychological, anthropological, phylogene- 
tic and genetic studies directed toward re- 
search in the mechanisms underlying 
sexual behavior, with special emphasis on 
the higher animals and man, are requested. 

Preliminary inquiries should be ad- 
dressed to Room 411, Division of Medical 
Sciences, National Academy of Sciences- 
National Research Council, 2101 Constitu- 
tion Ave., N. W., Washington 25, D. C. 
Completed applications for the fiscal year 
1959-60 should be postmarked on or before 
Jan. 15, 1959. 


Dr. Tompkins APPOINTED CHAIRMAN OF 
THE N. Y. Crry Communiry MENTAL 
Boarpv.—The appointment of Dr. 
Harvey J. Tompkins, director of the psy- 
chiatric division of St. Vincent’s Hospital, 
as chairman of the N. Y. City Community 
Mental Health Board was announced Oc- 
tober 20, by Mayor Wagner. 


Dr. Tompkins was sworn in this un- 
salaried position November 10, and will 
serve as chairman until December 31, 1961. 


Tue MEaninc oF MENTAL Heattu.—The 
first volume in a series of 10 studies to be 
completed by the Joint Commission on 
Mental Illness and Health titled, Current 
Concepts of Mental Health, by Marie Ja- 
hoda, was published in October as part of 
a 3-year study of the nation’s mental health. 
Financed by grants from the N.I.M.H. and 
private groups, the project is under the 
direction of Dr. Jack R. Ewalt, professor of 
psychiatry at Harvard Medical School and 
Massachusetts mental health commissioner. 

The Commission, comprising 37 volun- 
tary and government agencies interested 
in mental health, will make reports on 
these studies to Congress and State Gov- 
ernors during the year as provided by the 
Mental Health Study Act of 1955. Among 
topics covered will be costs of mental ill- 
ness, mental health role of schools, religion, 
community resources, research, psychiatric 
treatment, plus a final report of findings 
and recommendations for a national pro- 
gram. 


Honor For Sir Davi HENvERsON.—At its 
autumn convocation October 6, 1958, Mc- 
Gill University conferred upon Sir David 
Kennedy Henderson, Professor Emeritus, 
Edinburgh University, the degree of Doctor 
of Science honoris causa. Earlier this year 
he was also given an honorary degree by 
the National University in Ireland. 

Members of the department of psychi- 
atry, McGill University, gave a dinner in 
honor of Sir David, attended by visiting 
guests Jonathan Meakins, formerly Dean of 
the Faculty of Medicine, McGill University, 
and Prof. Carlos A. Seguin, Lima, Peru. 
After the dinner Sir David gave an address 
on the history of psychiatry in Scotland 
during the past 100 years. 


Request For MATERIAL For THE History 
or Woritp War II.— 
Although World War II ended more than 
a dozen years ago, the History of Neuro- 
psychiatry for that War is now in the active 
process of production. The Historical Unit 
of the U. S. Army Medical Service with 
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an Advisory Editorial Board for Neuropsy- 
chiatry, an Editor and an Associate Editor 
appointed by The Surgeon General and 
at least 50 members of this Association with 
active service during the War, are combin- 
ing their efforts in compiling a history 
worthy of the special branch of medicine 
they represent. Of the Advisory Editorial 
Board, consisting of 14 members, Manfred 
S. Guttmacher is Chairman, Colonel Albert 
J. Glass is Editor, Lt. Colonel Robert J. 
Bernucci, Associate Editor and Colonel 
John Boyd Coates, Jr., Director of The 
Historical Unit and Editor-in-Chief. 

Since much time has elapsed, pertinent 
documentary and archival material may 
have been lost. It is therefore urgently re- 
quested that members of this Association 
contribute any manuscripts they may have 
written, illustrations or photographs and 
any other related material that might be 
appropriate for inclusion in this history. 
All material used will be duly accredited 
and that not used will be placed in our 
permanent files for future reference. 
Original or only copies of material will be 
returned upon request. 

Please send all material to Lt. Col. Robert 
J. Bernucci, MC, The Historical Unit, Wal- 
ter Reed Army Medical Center, Forest 
Glen Section, Washington 12, D. C. 


INTERNATIONAL CONFERENCE ON EPIDEMI- 
OLOGY IN MENTAL DiseEaseE.—An internation- 
al work-conference in field studies in men- 
tal disorders will be held February 16 
through 19, 1959, under the auspices of 
the American Psychopathological Associa- 
tion, financed by a grant from the National 
Institute of Mental Health. Meetings will 
be held at the Park Sheraton Hotel, New 
York City. 

The general purpose of this conference 
is to bring together a group of international 
authorities in this field to discuss definitions, 
techniques of data collection and analysis, 
etc. related to the incidence, prevalance and 
outcome of mental disorders. 

Fifteen American and 15 foreign partici- 
pants have been invited. Among the foreign 
participants will be: Professors Jan Bodék, 
Sweden, Erik Essen-Mdéller, Sweden, Au- 
brey Lewis, England, J. E. Meyer, Ger- 
many, O. Odegaard, Norway, Pierre Pichot, 
France, H. C. Riimke, Holland, E. Stengel, 


England, Erik Strémgren, Denmark, and 
Drs. E. E. Krapf, Switzerland and Donald 
D. Reid, England. 

At the end of the work-conference, the 
annual meeting of the American Psycho- 
pathological Association will take place. 
The symposium on February 20 and 21, 
1959, will be on the epidemiology of mental 
disorders. 

Requests for further information can be 
addressed to Dr. Joseph Zubin, American 
Psychopathological Association, 722 West 
168th St., New York 32, N. Y. 


Tue ACADEMY OF PsyCHOANALYsIs.—The 
mid-winter meeting of the Academy will 
be held December 6 and 7, 1958, at the 
Roosevelt Hotel, New York City. Morning 
and afternoon sessions will be held on both 
days, the afternoons being devoted to dis- 
cussion of the papers read in the forenoon 
sessions. There will be a luncheon on Satur- 
day and a cocktail dance following the 
Sunday afternoon program. 


Cuicaco Menpicat Scnoot.—The Chicago 
Medical School announces an expansion of 
its current residency training program in 
psychiatry and neurology under a newly 
established grant of $15,500 from the U. S. 
Public Health Service. 

The program is approved for three years 
and will utilize the facilities of Mount 
Sinai Hospital, the Illinois State Psychiatric 
Institute and the West Side VA Neuro- 
psychiatric Hospital and clinics. 

Dr. Harry H. Garner, professor and 
chairman of the School's department of 
psychiatry and neurology, is director of 
the program. Dr. Marvin Ziporyn, associate 
in psychiatry, has been appointed director 
of education. 


Correction.—Dr. Peter D. King of Madi- 
son State Hospital, N. Madison, Ind., wishes 
to point out that the work discussed in his 
paper in the October 1958 issue, page 354, 
was done at the Warren State Hospital, 
Warren, Pa., with the assistance of Drs. 
Kilmer and Miller of that Hospital. 

In the article, Characteristics of Post- 
Partum Mental Illness, in the July 1958 
Journal, page 18, the average patient 
population at Loretto Hospital was re- 
ported as 2,600. This should have read 26. 
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Rer.ections on Hanctnc. By Arthur Koestler. 
(New York: The Macmillian Co., 1957, 
pp. 230. $4.50.) 


Koestler states in his preface: “In 1937, 
during the Civil War in Spain, I spent three 
months under sentence of death as a suspected 
spy, witnessing the executions of my fellow 
prisoners and awaiting my own. These three 
months left me with a vested interest in capital 
punishment . . . I shall never achieve real 
peace of mind until hanging is abolished.” He 
states that the reason why he found himself 
in the condemned cell in Spain “was the hope- 
ful belief in the salvation of mankind by a 
world revolution.” So we have the author 
throwing light on his personality type at the 
very outset. 

He admits that he has written with a bias 
that colours his arguments but insists that his 
bias does not affect the facts recited in his 
book. Fair pleading, he says, “does not exclude 
having one’s heart and spleen in it.” A few 
samples of the spleen reaction may be inter- 
esting to begin with : “The history of English 
criminal law is a wonderland filled with the 
braying of learned asses.” (p. 39) ; “.. . this 
chain of Abominable Snowmen from Coke to 
Stephen and beyond.” ; “. . . a conspiracy of 
wigged fossils.”; “. . . the early nineteenth 
century oracle under his corkscrew-braided 
tea doily.” (p. 40). The M’Naghten Rules he 
calls “the Stone Age Law .. . [that] came into 
being as an act of defiance of the Judges 
versus medical men.” (p. 76) The legal test 
“according to Saint M’Naghten” is “the absurd- 
ity of the murder law .. .” (p. 79). Criminal 
procedure under “the archaic humbug of the 
Rules .. .” (p. 92) is a “pilgrim’s progress to 
the gallows.” (p. 123). Those who oppose abo- 
lition of capital punishment are dubbed “hang- 
hards.” 

Spiced with such splenetic utterances as 
those quoted Koestler states his case. The first 
42 pages are devoted to a history of hanging 
in England, including all the barbarities associ- 
ated with executions in the early days, and 
the fact that at the beginning of the nineteenth 


century the criminal code listed “between 220° 


and 230 offences to be punished by death.” 
The author spares us none of the horrid de- 
tails. “It is unavoidable,” he says, “in dis- 
cussing capital punishment, to go into these 
ghoulish technicalities in order to make people 
realize exactly what we are talking about.” 
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Thus by being able to cite instances of bungled 
executions in more recent times, including the 
twentieth century, Koestler would seem to con- 
vey the impression that “exactly what we are 
talking about” is capital punishment today in 
terms of the “ghoulish technicalities” of the 
past, which seems hardly a fair way to argue 
his case. Since 1861 there are in the British 
code only 4 capital crimes: murder, treason, 
piracy, and arson in dock-yards. 

Next the author directs his fire on the old 
argument of deterrence in favor of retaining 
capital punishment. The murderer must suf- 
fer the extreme penalty in order to deter other 
would-be murderers. Legal opinions vary on 
this issue ; it is an old traditional assumption 
not susceptible of proof, and Koestler may 
have the better of the argument on this point. 
We may as well drop the deterrence idea in 
the debate for or against the death penalty. 

In order to make the story of capital punish- 
ment comprehensive the author introduces a 
chapter on the trial and execution of animals, 
which need not detain us as it has no bearing 
on the issue under discussion beyond providing 
an excellent opportunity for lampooning earlier 
legal practices. Ridicule, whether relevant or 
irrelevant is one of Koestler’s main tools. 

In a capter on Free Will and Determinism 
the author does considerable philosophizing 
that may not be very rewarding to follow since 
it is a matter of dialectics whether free will 
does or does not exist. Man, he says, “reacts 
in any given situation as he must, for he could 
only act otherwise if either his character or 
the situation or both were different.” In a 
“private footnote” however Koestler offers his 
own formula for splitting the difference be- 
tween free will and determinism: “I believe 
in the unprovable existence of a factor X : 
an order of reality beyond physical causation, 
. . . that in its domain the present is not de- 
termined by the past . . . [and this] present 
not determined by the past is both a necessary 
and sufficient condition for the experience of 
relative freedom . . .” although the belief of 
freedom is very likely itself a delusion. Else- 
where he allows that the problem of free 
will is “probably an insoluble one.” However, 
Ipse dixit : “The answer is that free will may 
or may not exist; but the kind of free will 
which is implied in the law is self-contradictory 
and unacceptable to any scientist, philosopher, 
or theologian with tuppenny worth of logic 
in his brain.” 
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Koestler finds support in his denunciation of 
capital punishment in such hackneyed expres- 
sions as “respect for human life” or the doc- 
trine that “human life is sacred,” which no- 
tions seem to have some affinity with the 
Ptolemaic System. On this point we may 
profitably consult an opinion of Sir James 
Stephen, whom Koestler refers to as the “last 
and greatest nineteenth-century oracle” and 
whom he quotes. Re the doctrine that human 
life is sacred Sir James Stephen said, “I have 
never been able to understand what the doc- 
trine means or how its truth is alleged to be 
proved.” 

There are two appendices to this book. The 
first gives some data on the fate of the death 
penalty in various countries. The second pre- 
sents brief sketches of the persons executed in 
England, Scotland and Wales during 1949- 
1953 inclusive. 

There is also an Afterword by Sydney 
Silverman, M. P., outlining the history of the 
Abolition Bill in the British Parliament. Koest- 
ler’s text is preceded by a Preface for Ameri- 
cans by Edmond Cohen, Professor of Law, 
New York University. . 

It is interesting to note that in only 7 states 
of the American Union has capital punishment 
been abolished. They are: Michigan, Rhode 
Island, Wisconsin, Minnesota, North Dakota, 
Maine, Delaware. On the other hand 9 states 
that had abolished the death penalty, shortly 
afterward reinstated it. They are: Iowa, 
Kansas, Colorado, Washington, Oregon, South 
Dakota, Tennessee, Arizona, Missouri. 

The issue of capital punishment is a con- 
troversial one, however the laws go. Opinions 
are likely to be influenced by sentiment and 
tradition, and it is not surprising that one who 
has been under sentence of death should be 
crusading against the death penalty. Our age 
prides itself on its humanitarian purposes and 
the high value it places on the individual hu- 
man life, qua a human life, even on its alleged 
sanctity. 

Perhaps this is a natural reaction after the 
mass murders of two world wars. In Britain, 
about which this book was written, executions 
have been cut down to an average of no more 
than 12 or 13 a year and do not therefore 
seriously affect vital statistics. An eminent psy- 
chiatrist from Australia recently remarked, 
with the faintest trace of a smile, that he was 
rather against the death penalty because the 
killers had so often rendered a real service 
to society in his country. 

There is one point on which presumably we 
could all agree, namely, that contemporary 
methods of execution are unnecessarily cruel. 


Surely the purpose of punishment can be satis- 
fied by gentler means. 
C. B. F. 


Inpucep Detusions. THe PSYCHOTHERAPY OF 
Freupism. By the late Coyne H. Campbeil. 
(Chicago: Regent House, 1957, pp. 189. $4.00.) 


This diatribe against psychoanalysis is not based 
on ignorance. The author underwent personal and 
control analysis, and evidently it proved very dis- 
tressing to him. He also read widely and, in this 
volume published after his death, introduced numer- 
ous quotations from other authors whose ideas 
Campbell considered unusual to the point of being 
delusional. 

Among the many points upon which he rejected 
Freudism were the financial arrangements, the 
secrecy amounting to cultism, the lack of thera- 
peutic results and the baneful effect upon the 
trainee. He repeatedly referred to the folie 4 deux 
developing between the analyst and the analysand 
during the sessions that might be prolonged for 
years. 

The author took up one after another of Freud’s 
theories, belaboring them with such intemperate 
criticism that it could have little effect either on 
believers or unbelievers. His admonition to medi- 
cal students has the peroration: “To adopt the pro- 
fession of psychoanalyst means to renounce the 
medical training you have spent so much time and 
effort to secure. It would be far better to renounce 
all thought of becoming a physician than to lose 
yourself in the Freudian labyrinth of induced de- 
lusions.” 

Dr. Campbell’s book is bolstered by Maurice 
Natenberg, who edited the volume, evidently trying 
to achieve some coherence, and also by an introduc- 
tion by J. M. Radzinski, neither of whom can be 
called proponents of psychoanalysis. The chief 
value of the book lies in the fact that Campbell 
earnestly sought science in psychoanalysis, was dis- 
illusioned, and rejected it lock, stock and barrel. As 
a personal document, based on comprehensive 
knowledge by a physician and psychiatrist, it should 
carry weight. 

Watter Freeman, M.D., 
Los Altos, Calif. 


REGULATION AND Mope or Action or Tny- 
ror Hormones. Ciba Colloquia on En- 
docrinology. Vol. 10. Edited by G. E. W. 
Wolstenholme and Elaine C. P. Millar. 
(Boston : Little, Brown & Co., 1957, pp. 
311. $8.50.) 


In June 1956 the Ciba Foundation (London) in- 
vited a group of 32 outstanding endocrinologists to 
discuss recent progress in thyroid physiology. The 
18 papers read at this colloquium and their ver- 
batim discussions give an intimate close-up of 
actual research in thyroid function. Emphasis has 
been put not so much on results achieved but on 
methods and on critical evalution of techniques de- 
veloped in research in thyroid physiology. The 
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papers and opinions collected in this volume will be 
of value to the worker in the field who was not 
privileged to participate in person in the collo- 
quium. It would serve, therefore, no purpose to at- 
tempt to discuss the multitude of details dealt with. 

At present, research in thyroid physiology seems 
to be passing through a phase such as did research 
in gonadal physiology some 20 years ago or re- 
search in adrenal hormone physiology some 10 
years ago. Evidence was brought forth that the 
pituitary gland might form or concentrate more 
than one thyrotropic hormone (TSH) in the 
adenohypophysis (Geer). The thyroid gland seems 
to elaborate not only thyroxin but a group of hor- 
mones with similar biological activities: 3:5: 
triiodothyronin, tetraiodothyroacetic acid, and tri- 
iodothyroacidic acid, their metabolic interrelation- 
ships still being obscure (Pitt-Rivers, Thibault). 
Formation of ™I-thyroxin by the thyroid gland of 
rats is depressed in the absence of the pituitary, 
whereas ™di-iodotyrosine formation appears to be 
almost normal (Chaikoff). 

Daily injections of physiological doses of thyroid 
hormone decrease the iodine uptake of the gland 
and, simultaneously, cause hypertrophy of the ad- 
renal glands. Thyroxin acts directly on the pitui- 
tary gland; injection of the hormone in the an- 
terior lobe inhibits the thyroidal secretion. ACTH, 
cortisone, and probably estrogens interfere with the 
release of TSH (Brown-Grant). Radioactive 


iodine is selectively concentrated, not in the an- 
terior lobe, but in the posterior lobe of the pitui- 
tary, as is “C-labelled cortisone (Courrier). Elec- 


tric stimulation of the hypothalamus inhibits “I 
release from the thyroid gland in the unanesthe- 
tized rabbit. After adrenalectomy hypothalamic 
stimulation causes an increased release of “I from 
the rabbit thyroid, parallel to an increase in the 
concentration of plasma bound “I. The uptake 
of radioactive iodine by the thyroid does not neces- 
sarily reflect the degree of functional activity of 
the gland because ™I may be trapped when hor- 
monal synthesis is impossible (Courrier). Hypo- 
physectomy reduces drastically the thyroid uptake 
of “I (Taurog) and the formation of thyroglobu- 
lin. After subcutaneous or iv. injection TSH 
shows a relatively long latent period before its 
effects on the iodid pump can be detected, in con- 
trast with the rapid decline of TSH levels in the 
blood after the administration of a single dose 
(Halmi, Brown-Grant). 

A question was raised as to whether small doses 
of radiation might produce measurable effects on 
the thyroid gland. Taurog answered that by ad- 
ministrating 25 uC ™I to rats no detectable histo- 
logical changes in the follicular structure and no 
change in the ability of the thyroid to form organic 
iodine were found. But the growth response of 
that thyroid gland to the feeding of goitrogens, or 
to injections of exogenous TSH is changed (Tau- 
rog, Doniach, Skanse). 

Harrington concluded the colloquium with some 
important remarks. In spite of the enormous in- 
crease of knowledge the mode of action of the 
thyroid hormone(s) still remains obscure. “The 


complexity of the situation grows with the new 
facts that are revealed. .. . We may well deceive 
ourselves and make things more difficult if we are 
in too much of a hurry to explain each new link 
in the total mechanism in simple terms. . . .” 
M.D., 


Chicago, Ill. 


Stuprzs oN Hysteria. By Joseph Breuer and Sig- 
mund Freud. (New York: Basic Books, Inc., 


1957, $5.50.) 


This book is not only a psychoanalytic classic but 
also a milestone in the scientific history of man. It 
represents the first attempt to extend the boundaries 
of “legitimate science” to encompass the study of 
human relationships, which is still in its infancy. 
Since this book does not require a review as a new 
book by a contemporary author, I shall call atten- 
tion to certain especially interesting features from 
the point of view of the present day reader. 

The first German edition was published in 1895. 
The present volume is a new translation—prepared 
with consummate skill—by Mr. James Strachey. It 
is also a reprint of Volume II of The Works of 
Sigmund Freud, which is in preparation under the 
general editorship of Mr. Strachey. The superiority 
of these new translations, together with the meticu- 
lous detail in explanatory footnotes, references and 
indexes, makes most previous English translations 
of Freud’s works obsolete. 

The editor’s 19-page Introduction presents a mas- 
terful overview of the historical and social setting 
in which Breuer and Freud’s observations origi- 
nated. There is, today, an increasing awareness that 
the study and understanding of the historical and 
socio-psychological setting in which scientific works 
originated and developed has an important bearing 
on our full appreciation of any particular work, its 
merit, shortcoming and particularly its specific his- 
torical rationale. Mr. Strachey furnishes us with 
many important facts in this regard. He mentions, 
for example, that when Freud “. . . was back in 
Vienna in 1886 and settled down to establish a 
practice in mervous diseases, hysteria provided a 
large proportion of his clientéle” (Italics mine, 
p. xi). There has been much debate during the 
past several decades about the alleged decrease in 
the incidence of “hysteria.” Yet, as the cases here 
described are studied, one is struck by the fact 
that what the authors “meant” by this word was— 
or so it seems to me—simply that they saw many 
patients, mostly women, who complained of various 
bodily discomforts (chiefly pain), in whom no phys- 
ical disorder of the bodily machinery could be de- 
tected. The psychoanalytic concept of “hysteria,” 
as a so-called “psychodynamic entity” came into 
being only later, perhaps to justify what is other- 
wise a simple—though nonetheless very important 
practical observation—namely, that there is a quite 
inconstant (“causal”) relationship between bodily 
feelings and “disease” of the body as a physical 
object. The fact that there should be such an in- 
constant relationship between these two sets of 
variables should not really surprise us; that it does 
is a testimony to the stranglehold which the Carte- 
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sian view of the world still has on medical and 
psychiatric thinking. Breuer and Freud’s work is, 
in a sense, a “symptom” of the effect of this par- 
ticular philosophical preconception on these two 
men and of their efforts to free themselves from it. 
This problem is as germane today as it was then. 
I quote the following excerpts from Strachey’s 
Introduction specifically to illustrate these com- 
ments and to document their present day timeliness 
and relevance. 


“Apart from the influence of Charcot, on which 
Freud never ceased insisting, it must be re- 
membered, too, that both Breuer and Freud 
owed a fundamental allegiance to the school 
of Helmholz, of which their teacher, Ernst 
Briicke, was a prominent member. Much of 
the underlying theory in the Studies on Hy- 
steria is derived from the doctrine of that school 
that all natural phenomena are ultimately ex- 
plicable in terms of physical and chemical 
forces” (p. xxii). 

“To the end of his life, however, Freud con- 
tinued to adhere to the chemical aetiology of 
the ‘actual’ neuroses and to believe thjt a phys- 
ical basis for all mental phenomena jnight ul- 
timately be found” (p. xxiv). 


The following excerpt is from Breuer’s theoreti- 
cal chapter. 


“In what follows little mention will be made 
of the brain and none whatever of molecules. 
Psychical processes will be dealt with in the 
language of psychology; and, indeed, it cannot 
possibly be otherwise. If instead of ‘idea’ we 
chose to speak of ‘excitation of the cortex,’ the 
latter term would only have any meaning for 
us in so far as we recognized an old friend 
under that cloak and tacitly reinstated the 
‘idea.’ For while ideas are constant objects of 
our experience and are familiar to us in all 
their shades of meaning, ‘cortical excitations’ 
are on the contrary rather in the nature of a 
postulate, objects which we hope to be able to 
identify in the future. The substitution of one 
term for another would seem to be no more 
than a pointless disguise. Accordingly, I may 
perhaps be forgiven if I make almost exclusive 
use of psychological terms” (p. 185). 


The clarity and freshness of this statement seems 
to me quite astonishing. Breuer here enunciated— 
as far back as 1893—a principle regarding the study 
of so-called “psychosomatic” phenomena to which 
few present day investigators appear to subscribe. 
Among those who do, there are still fewer who 
adhere to it. In the chapter which follows this 
introductory statement, Breuer too, of course, failed 
to live up to this methodological principle. Nor 
could he have done so at that time. He simply did 
not have the necessary “psychological language.” 
Yet, today, we have such a language, and if we 
still mix it with the “language of neurology,” we 
should at least be clear about what we are doing. 
Do we mix languages because we simply do not 
believe that it is necessary to have a scientifically 
homogeneous language, or do we behave this way 


unwittingly? A clear understanding of this issue 
would at least make communication among like- 
minded people less ambiguous and hence scientifi- 
cally more fruitful. 

In addition to the original source material of 
psychoanalysis which this book contains, there is 
an additional reason why it seems to me imperative 
that every student of human psychology be fa- 
miliar with it, namely, that it is here (on p. 302) 
that we find the first reference to the concept of 
transference. In my opinion (not that this is a 
solitary view) this—and not libido, id, ego or re- 
pression—is probably the single most fundamental 
psychoanalytic concept, and the one that would be 
comparable (in its scientific role, and not in any 
other sense) to the concepts of energy or mass in 
physics. 

Tuomas S. Szasz, M.D. 
Upstate Medical Center 
Syracuse, N. Y. 


Hysteria. A Clinical, Prognostic and Genetic 
Study. By Lennart Ljungberg. (Copenhagen: 
Ejnar Munksgaard, pp. 162, 1957.) 


In spite of its title, this is primarily a statistical 
study, not a clinical one. Its basic clinical material 
consists of 401 Swedish patients who were treated 
at the Caroline and Serafimer Clinics in Stockholm 
during the years 1931-45. The author has obvi- 
ously done a prodigious amount of work in a com- 
prehensive follow-up on these patients during the 
past 5 years. 

The results of his work are carefully tabulated 
in his book. He is able to make statistically sig- 
nificant observations relative to marriage, fertility, 
frequency of suicide, etc., in his group of hysteri- 
cal patients, and there is an abundance of tables 
which more or less sum up the textua! material. 
In this way, it tells many things about many people 
with hysteria, but very little about hysteria itself. 

This is a scholarly and painstaking, if unexcit- 
ing, work. While it has much that is of academic 
interest, it may not be very satisfying to the clini- 
cian who is more interested in the psychodynamics 
of this disease. 

Josern J. BaKker, M.D., 
Nashville, Tenn. 


PsycHoLocicaL Disorper aND Crime. By W. L. 
Neustatter, M.D. (New York: Philosophical 
Library, 1957, pp. 248. $6.00.) 


In 1953 this book was published (at $4.75) by 
the British house of Christopher Johnson. This edi- 
tion is a reprint from the same plates, the pages 
being, of course, identical. Dr. Neustatter is a 
sort of anti-psychiatry psychiatrist. Thus, he quotes 
with approval, a verse that teases about going to 
a psychiatrist: “I think what you require is a good 
psmackbottomist.” Or, when a patient pleads hys- 
terical amnesia, Dr. Neustatter scorns the “credu- 
lity” of the psychiatrist who accepts such a plea. 
Such a patient, says the author “succumbs to temp- 
tation like any other law-breaker.” He is gentler 
with psychopaths than with hysterical people, be- 
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lieving that “half the aggressive types of psycho- 
paths have abnormal electroencephalograms.” These 
people, he suggests “genuinely cannot resist their 
urges, for otherwise why should they incessantly 
s — into needless trouble”? (Why, in- 
With respect to sex offenders, Dr. Neustatter be- 
lieves that the “stable, honest, reliable pervert with 
a good work record has a good chance of not re- 
peating offense.” He recommends stilbesterol for 
perverts because, he says, this completely abolishes 
sexual desire. Perhaps the best example of the 
author’s philosophy is this choice item from his 
chapter on juvenile delinquency: “The poor, who 
previously were expected to keep their places, ac- 
cepted their poverty as the nature of things. Today, 
many are no longer willing to do this, preferring to 
make money quickly . . . the growing insistence on 
the rights of the underdog may produce a frame of 
mind in which they feel justified in taking the law 
into their own hands.” 
Next question? 
Henry A. Davinson, M.D., 
Cedar Grove, N. J. 


Tue CHemistry AND BioLocy or Purines. Edited 
by G. E. W. Wolstenholme, and Cecelia M. 
O’Connor. (Boston: Little, Brown and Com- 
pany, 1957, Pp. 327, $9.00.) 


This book contains the papers and discussions of 
the Ciba Foundation’s Symposium on “The Chem- 
istry and Biology of Purines,” 8th-1oth May, 1956. 

It is a fairly specialized treatment of recent ad- 
vances in the chemistry of purines, and is profusely 
illustrated with tables, figures, and structural 
formulae. 

Several of the papers in this volume are con- 
cerned principally with the synthesis of purines, 
with the principal object of making more purine 
compounds available for antimetabolic or, more 
specifically, antipurine studies. Concurrently, these 
studies also involve the characterization and de- 
termination of structure of new purines. 

Other papers deal with the antibiotic puromycin, 
and with vitamin B12. The papers concerned with 
the biosynthesis of purines are most interesting and 
thought-provoking, as are those on 8-azapurine and 
6-mercaptopurine. 

This is an excellent and informative volume for 
biochemists, chemists, biologists and those workers 
engaged in cancer research and genetics. 

A.rrep Vatcourt, M. D., 
Galesburg, Ill. 


Procress IN PsycHotHerary. Vol. II, Anxiety 
and Therapy. Edited by Jules H. Masserman 
and J. L. Moreno. (New York: Grune & 
Stratton, 1957, pp. 264, $7.50.) 


This extremely interesting volume consists in 
part of papers presented to the section on psycho- 
therapy of the 1956 convention of the American 
Psychiatric Association, while the rest was con- 
tributed “by qualified experts throughout the world” 
at the request of the editors. There is an introduc- 


tion by Dr. Moreno and a summation by Dr. Mas- 
serman. 

Since the volume consists of 28 papers represent- 
ing the labors and observations of 26 authors, there 
are, as might be expected, diverse viewpoints. It 
is this diversity that makes for interest. There is 
something here for everybody, whether his tastes 
be organic, analytic, historical or experimental. 
No one will find all the observations agreeable or 
useful, nor all the papers equally interesting or 
stimulating. 

The introduction discusses the prospects for a 
therapeutic world-order and makes rewarding read- 
ing, although it presents a somber picture of man’s 
present uneasy place in the cosmos. Concerning 
man’s preoccupation with automata and the danger 
that they will turn and destroy him, Dr. Moreno 
compares man’s situation with the familiar predica- 
ment of the sorcerer’s apprentice, with the chill 
observation that while he had only forgotten the 
master’s formula, we never had it! 

Section Two deals with Anxiety and is com- 
posed of 6 articles dealing with its experimental 
and clinical aspects. The papers in this section are 
very well chosen, each one supplementing the other 
and each adding another dimension to the picture. 

Section Three, dealing with stresses and tech- 
niques in later life, is primarily concerned with 
aging, but it has much to say that is useful to any- 
one dealing with older patients. 

Section Four consists of 8 papers describing 
schools and trends in psychotherapy. These are 
entirely unrelated, and range from hypnosis to 
“daseinanalysis” and from Rank to Pavlov in sub- 
ject matter. 

Section Five is an extremely interesting account 
of developments abroad and describes problems 
arising out of different cultures and sets of values. 

In his summation (Section Six) Dr. Masser- 
man describes, in his own personalized literary 
style, the evolution of psychotherapy through the 
centuries. In their preface, the editors state that 
it is their objective “to present a volume at once 
theoretically diverse yet authoritative—inquiring 
and yet clinically practicable.” In this, they have 
succeeded admirably. 

Josern J. Baker, M.D., 
Nashville, Tenn. 


Tue Doctor as a Witness. By John Evarts Tracy. 
(Phila. and London: W. B. Saunders Co., 
1957, PP. 221.) 


This concise volume was written by a lawyer to 
instruct physicians concerning the various kinds 
of legal proceedings in which they may be called to 
testify. In lucid, simple style almost every eventual- 
ity which the doctor may encounter in the court- 
room receives brief, practical discussion. Topics 
range from how to state one’s qualifications to such 
matters as the evaluation of pain. The art of re- 
plying to direct and to cross examination is con- 
sidered in detail with illustrating examples. The 
chapter on the legal aspects of insanity, limited to — 
II pages, covers the subject as well as can be ex- 
pected in such brevity. Every doctor who appears 
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in court to give expert testimony stands a better 

chance of doing himself and his subject justice 

by availing himself of the information in this book. 
R. G. Boarp, M. D., 

Washington, D. C. 


CurnicaL PsycHoLocy or ExcepTioNAL CHILDREN. 
By C. M. Louttit, et al. Third edition. (New 
York: Harper Bros., 1957, pp. 573, $6.00.) 


There is satisfaction in calling attention to a book 
such as this in an area where recent developments 
have been so rapid and so extensive. But enthusi- 
asm in this instance is tinged with personal and 
professional sadness due to posthumous publication. 
Few psychologists have contributed so richly and 
so effectively to the continuing literature of clinical 
psychology as has Dr. Louttit, both in his own con- 
tributions and in his editorial and bibliographic 
promotion. 

It is difficult and unprofitable to compare this 
edition with the two preceding highly regarded edi- 
tions which it replaces as an extensive revision with 
the help of collaborating colleagues. First published 
20 years ago, all 3 editions deal with major aspects 
of deviant behavior in children. During these inter- 
vening years, as noted in the preface, “clinical psy- 
chology has developed rapidly as a profession; its 
techniques for diagnosis and treatment have been 
enlarged and improved, the areas of its interest 
have widened especially in relation to neurotic and 
psychotic adults, and the membership in the profes- 
sion has multiplied several times.” These changes 
are of special import to psychiatry in view of the 
growing raprochement in these disciplines and their 
often overlapping interests. 

The consequent emphases cover much new 
ground which is reflected in content, scope and as- 
sociated authorship. The first 4 chapters (Intro- 
duction, Normal child development, Clinical psy- 
chological testing, and Mental deficiency or feeble- 
mindedness) reveal Louttit’s own broad grasp of 
the basic field and his special competence in the 
area of mental deficiency. These are classical and 
scholarly in treatment holding fast to much that is 
being lost in the rapid shifts in professional prepa- 
ration and practice. The additional 9 chapters in- 
clude two by Harold F. Powell on school retarda- 
tion and scholastic disabilities, one by Victor 
Goertzel and Mildred G. Goertzel on the gifted 
child, two by Michael M. Reece on anxiety and 
problem behavior, another by Louttit on juvenile 
delinquency, one by Jack Mathews on speech de- 
fects, and two by David H. Cromwell on sensory 
defects, and neurological and physical disabilities. 
Generally these co-author chapters are of high 
quality but tend to emphasize collation from the 
representative literature rather than critical synthe- 
sis or originality. The trend toward dynamic 
emphasis is specially noteworthy. 

The book reflects the skilled editorship of 
Gardner Murphy and the traditionally fine stand- 
ards of the publisher. It is a pleasure merely to 
handle it as a booklover or to employ the many 
aids which facilitate ready reading and reference. 
Mrs. Louttit gratefully acknowledges the special 
assistance of Dr. Michael Reece in completing and 


perfecting these many details in completing the 
manuscript for publication. 

It is not within the scope of this review to item- 
ize specific highlights or shortcomings. Of the 
latter there are few; of the former there are many 
which will reward the reader in outlook, insight and 


useful application. 
Encar A. Dott, Pu. D., 
Bellingham Public Schools, 
Bellingham, Wash. 


Tae Strupent Paysician. Edited by R. K. 
Merton, G. Reader, and P. L. Kendall. 
(Cambridge: Harvard University Press, 
1957, pp. 360. $5.00.) 


Subtitled “Introductory Studies in the Sociology 
of Medical Education,” the present volume consti- 
tutes a report from the Bureau of Applied Social 
Research of Columbia University by 11 investiga- 
tors into such various matters as the sociology of 
medical education by Robert K. Merton, The Cor- 
nell Comprehensive Care and Teaching Program, 
by George G. Reader, The Decision to Study Medi- 
cine by Natalie Rogoff, Some Comparisons of En- 
trants to Medical and Law School, by Wagner 
Thielens, Jr., Tendencies Toward Specialization in 
Medical Training by Patricia L. Kendall and Hanan 
C. Selvin, The Development of a Professional Self- 
Image, by Mary Jean Huntington, Preferences For 
Types of Patients, by William Martin, Training 
For Uncertainty, by Renee C. Fox, Change in the 
Cornell Comprehensive Care and Teaching Pro- 
gram, by Mary E. W. Goss, and Range of Patient 
Contacts in the Comprehensive Care and Teaching 
Program, by Margaret Olencki. 

This statement of the contents of the volume 
should give the reader a fair idea of the materials 
with which it deals. It is an interesting volume, 
although anyone who has spent as many years in 
medical education as the reviewer is likely to wish 
that some of the rhetorical foam had been skimmed 
off the longer essays, and that many matters had 
been investigated that are in this volume left alto- 
gether untouched. I would, for example, like to 
know what the medical student thinks of the medical 
curriculum and of the training to which he is ex- 
posed. I should have liked some really maturely 
critical minds to have investigated the medical cur- 
riculum, and to ask such questions as whether it is 
really designed to meet the needs of the contempo- 
rary world; at what places and in what directions 
there is need for a change in medical education. It 
is scarcely recognized by most educators that medi- 
cal education is still modelled on a plan of organiza- 
tion that is mediaeval. The emphasis on normative 
standards, on mechanical rote learning, the memori- 
zation of brute fact which is speedily forgotten, the 
mechanistic approach to disease and to the human 
being who is the patient—of all these things there 
is nothing in this volume. And yet without a con- 
sideration of these matters such investigations as 
this volume presents are not likely to be as fruit- 
ful as they might otherwise have been. It is like 
trying to do physiology without first having learned 
the essential anatomy. It may, therefore, be hoped 
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that someday we may be presented with the more 
fundamental studies which may tell us what is, 
in fact, wrong with medical education today, and 
how it could be righted. But this is not what the 
authors of this volume set out to do, and it would 
therefore be unfair to criticise them on such a 
ground, 

Somehow, interesting as it is, the reviewer found 
the book rather more arid than he expected it to 
be. Perhaps the chief fault is the lack of detail, 
that we are given the bare bones of the investiga- 
tors’ findings. These are, however, pioneer studies, 
and such as they are, we may welcome them. 

AsHLeY MonrtTaAcu, 
Princeton, N. J. 


Tue Fmst Boox on Group 
By J. L. Moreno, (3rd ed.). (New York : 
Beacon House, 1957, pp. 138. $3.50.) 


This is a 25th anniversary reissue, with a new 
introduction and postscript, of a preliminary report 
on a method of classifying prisoners, together with 
contemporary comments of psychiatrists and penol- 
ogists. Group psychotherapy, as the term is under- 
stood today, is discussed only in the introduction 
and postscript; in the original text it refers to the 
grouping of prisoners so that they will be most 
likely to have a beneficial effect on each other. 

Most of the book is a detailed outline of an 
elaborate and laborious classification system which 
takes account of the individual’s habitual ways of 
relating to others as well as his personal attributes, 
with an example of the proposed formation of a 
group of 7 prisoners through its use. Whether the 
group was actually formed and how well it worked 
is unstated. Whether penologists have found the 
system workable I do not know. It has had no psy- 
chiatric use to my knowledge, but does serve as a 
reminder that the problem of optimal grouping of 
patients for group therapy remains largely unsolved. 

The scheme is prefaced by a few pages of trench- 
ant analysis of the limitations of classification tests 
which give the subject no chance to demonstrate 
his spontaneity and take no account of his group re- 
lationships. Certain of Moreno’s positive suggestions, 
such as the observation of a person’s behavior in a 
planned situation about which he receives no ad- 
vance warning, have borne abundant fruit in the 
field of personality assessment. 

The newly added introduction, couched in the 
form of a colloquy between Moreno and a student, 
offers an excellent summary of his views on group 
therapy ; the postscript is an interesting brief analy- 
sis of trends in the literature on group therapy over 
the past quarter century. 

As its title makes clear, the chief reason for re- 
publishing this book seems to be to re-assert 
Moreno’s priority in the field of group therapy. The 
originality, scope, and importance of his contri- 
butions to this and related disciplines would seem 
to make such a gesture superfluous. 

Jerome D. Frank, 
Baltimore, Md. 


Tue Sentence Comp.teTion Metuop. By Amanda 
R. Rohde. (New York: The Ronald Press 
Company, 1957, pp. 301, $7.50.) 


This volume does a good job of explaining the 
sentence completion method in terms of its diagnos- 
tic and clinical applications to mental disorders. 
Part I is devoted to theoretical implications in- 
cluding a description of the Rohde Sentence Com- 
pletion Method. Instruction is also presented for 
administering, scoring and interpreting the in- 
strument. 

Part II points up how the Rohde Completion 
Method may be utilized to differentiate normal, 
psychoneurotic, and psychotic subjects of various 
types. In all, 25 cases, scored and interpreted, are 
presented as illustrative material for differential 
diagnosis. 

For those who have little or no acquaintance with 
sentence completion techniques, the author per- 
forms commendably in presenting the rationale for 
such. Those who are further advanced will find 
themselves on old territory illuminated by wide 
bibliographical material including an excellent re- 
view of research in the field. 

The Rohde Sentence Completion Method is a 
result of 15 years of clinical use. Approximately 
5 of those years were devoted to an exploration 
of personality via sentence completion techniques. 
Clinicians usually become quickly aware of the 
loopholes inherent in any sentence completion phe- 
nomenon. This reviewer has, along with other 
colleagues, often differed widely as to the specific 
interpretation of a sentence completion instrument 
regarding the same patient. (It might also be added 
that this is true of other instruments.) However, 
where there is a psychiatric evaluation along with 
psychological test data the margin of diagnostic 
error is usually lessened. 

It is to Dr. Rohde’s credit that she makes no 
undue claims about the instrument. She is fully 
aware of the validity and interpretative headaches 
involved. It is also on the positive side of the ledger 
that the author has employed the ¢efinitions and 
classifications of mental disorders as adopted by 
The Committee on Nomenclature and Statistics of 
the American Psychiatric Association. 

ArTHuR Lerner, Pa. D., 
Los Angeles, Cal. 


ARBEITEN AUS DER DEUTSCHEN FoRSCHUNGSANSTALT 
FUER PSYCHIATRIE IN MUENCHEN. (Studies 
from the German Research Institute of Psy- 
chiatry, Munic.) 41st Volume. (Berlin: 
Springer Verlag, 1957.) 


The volume comprises studies in psychopathology, 
biochemistry, neurohistology, genetic aspects of 
mental diseases. Among the many other worthwhile 
papers there is an interesting discussion by the di- 
rector of the Institute, Dr. W. Scholz, on the un- 
solved problems in psychiatry. 

The volume gives testimony to the continued high 
standard of research originating from this famous 
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Psychiatric Research Center, planned and first 
headed by Kraepelin. 
Water L. Bruetscn, M.D., 
Central State Hospital, 
Indianapolis, Ind. 


Tue MetnHops or PsycHoLocy aNp Psycuutry. By 
J. L. J. Lumeij. (Assen, Netherlands: Van 
Gorcum & Comp. N.V., 1957.) 


This volume is an essay on the scientific status 
of present-day psychology and psychiatry by a 
Dutch psychiatrist as a result of exposure to 3 years 
of training at Maudsley Hospital in London. The 
decision to write the volume was precipitated by 
the book by J. H. Eysenck, The Science of Per- 
sonality. 

The writer is obviously both intrigued by and 
critical of Eysenck’s approach, and this volume 
represents the effort of an obviously reflective and 
highly intelligent psychiatrist to integrate the grow- 
ing contribution of factor analytic studies of per- 
sonality with the body of psychiatric knowledge. 

Part I, analysis of premises and methods deals in 
general with Eysenck’s effort to bring psychology 
into line with the exact sciences. It also undertakes 
some general scientific and philosophical considera- 
tions of the problems relating to the fact that there 
are two sources of understanding in psychology, the 
objective and the subjective, sense perception and 
“intuition,” explanation and “verstehen.” 

He proceeds to a critical discussion of the uses 
of the word “science,” the scientific status of psy- 
chiatry, and concludes with a discussion of the psy- 
choanalytical approach. 

Part II begins with a chapter on the methodologi- 
cal implications and scientific status of Eysenck’s 
personality studies. Eysenck conceives the per- 
sonality as a hierarchical organization in which re- 
peated single responses may be subsumed under a 
habitual reaction; various habitual reactions may be 
subsumed under a trait, and various traits under a 
type. The schema is descriptive and static rather 
than dynamic. Lumeij’s particular criticism, how- 
ever, is of Eysenck’s failure effectively to take cog- 
nizance of causality and his limitation of the data 
he himself considers to the more formal and exter- 
nal behavioral aspects of the personality. He ac- 
cepts Eysenck’s work as useful but believes that it 
is only when it is recognized as a contribution in 
one area of the study of personality rather than re- 
ceived as a general pattern for the scientific study 
of personality that it can be seen and valued in its 
proper relations. 

Dr. Lumeij gives a simple, non-mathematical dis- 
cussion of the concepts of factor analysis and their 
relations to the methodological foundations of all 
science. He feels that Eysenck is endeavoring to 
apply the method of exact science to human life 
and that this presents “a damaging disadvantage if 
the subject matter of the science is living man.” He 
maintains that “What is to be called science is a 
matter of choice.” His own choice is to accept both 
exact science and interpretive science and to re- 
gard them as supplementary. He concludes that 
“Eysenck’s main tool, criterion analysis, is su- 


premely suited to promote that interaction between 
exact science and interpretive science, without which 
psychiatry can make no progress.” 

This is a volume well worth the study of the 
psychiatrist who is interested in the nature of scien- 
tific understanding and the advance of his field. 

Ricwarp L. Jenkins, M.D., 


Washington, D. C. 


Dip VaSKULAREN ERKRANKUNGEN 1M GBEBIET DER 
ARTERIA VERTEBRALIS UND ARTERIA BASIALIS. 
Eine Anatomische und Pathologische, Klinische 
und Neuroradiologische Studie. By H. Kray- 
enbihl, M.D., (University of Zirich), and 
M. G. Yasargil, M.D. (Stuttgart: Georg 
Thieme; New York: Intercontinental Medi- 
cal Book Corp., 1957, pp. 170, $18.35.) 


The symptomatology of the vascular processes 
in the anterior portion of the Circle of Willis is 
well known, but the clinical pictures caused by simi- 
lar vascular lesions in the posterior part of the 
Circulus Willisi are poorly understood. It is the 
purpose of this study to clarify this situation and 
the authors have been most successful in their at- 
tempts. 

The monograph gives a comprehensive review 
of the embryology, anatomy and pathology of the 
vertebral and basilar arteries and deals with the 
clinical aspects of angiopathies in the subtentorial 
region. The study is based on 750 arteriograms ot 
the vertebral and carotid arteries, 400 anatomical 
specimens of the cerebellum, and many X-ray 
photographs of the cervical vertebrae. The anasto- 
moses between the carotid and basilar vascular re- 
gion are particularly well illustrated. Chapters deal 
with the arteriographic demonstration of variations 
of blood vessels, anastomoses, arteriosclerotic occlu- 
sions, thromboses and emboli, aneurysms, congenital 
vascular defects, and tumors of blood vessels. 

The symptomatology of vascular occlusions in 
the subtentorial region is critically evaluated. There 
is a discussion of the various syndromes caused by 
softenings in the medulla oblongata and pons. Due 
to many anastomoses, softenings in the medulla 
oblongata are rare. The infarctions in the cerebel- 
lum are frequently small and elude clinical diag- 
nosis. The extent of the lesions from occlusions of 
the vertebral arteries and of their branches de- 
pends upon the number and size of the anastomoses. 
Occlusions of the vertebral arteries, which do not 
produce obvious symptoms, are possibly not in- 
frequent because the opposite A. vertebralis can 
take over the blood supply. 

This scholarly monograph represents a real con- 
tribution to the study of cerebral vascular disease. 
The material is well organized with concise sum- 
maries at the end of the chapters. The illustrations 
are superb. There is an extensive bibliography. An 
English translation of this important work is most 
desirable. 


Watter L. Brvetscu, M.D., 
Indianapolis. 
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Textsook or Nursinc. sth Ed. by 
Arthur P. Noyes, M.D., Edith M. Haydon, 
R.N., A.M. and Mildred vanSickel, R.N., 
M.S. (New York: The Macmillan Co., 1957, 
PP. 415. $4.75.) 


The fifth edition of the Textbook of Psychiatric 
Nursing has been revised and amplified so that its 
value and usefulness are considerably augmented. 

The first section is devoted to the development 
of the mind, mental mechanisms and motives, and 
personality types, with the causes and nature of 
mental and emotional disorders. 

The ensuing chapters deal with symptoms of 
mental disorders and the classification of psychoses 
recommended by the American Psychiatric As- 
sociation. The text states that “Important as is the 
classification for statistical purposes, so far as the 
individual patient is concerned, it is much more 
essential to learn what his problems are and how 
he has come to meet them in his particular way.” 
This may well be considered the basic philosophy 
of the book. 

The mental diseases encountered in mental hospi- 
tals are identified in appropriate categories but the 
human needs presented are given major considera- 
tion. In a text for nurses this is important if she 
(or he) is to fill her (or his) role as a participat- 
ing therapeutic factor in nurse-patient relationship. 

Alcoholism, drug addiction and personality devia- 
tions, which bring the individual in conflict with 
the law, are presented objectively and with clinical 
terminology that will help the nurse recognize the 
pathology involved. 

Nurses looking forward to careers in public 
health, school nursing, pediatrics and the like 
should find the chapter on Mental Deficiency of 
especial interest. All nurses should know the sig- 
nificant manifestations of retardation and be pre- 
pared to help those concerned in recognizing the 
condition and how to deal with it sympathetically. 

Preventive psychiatry and mental health pro- 
grams are dealt with consistently. Nurses should 
be influential in the recognition of early symptoms 
of behavior disorders and assist the psychiatrist 
effectively in shortening the length of hospitaliza- 
tion now required by the mentally ill. 

The section devoted to administration and ther- 
apy is compact and modern in its content. Tran- 
quilizing medications and modern psychiatry are 
credited with reducing the need for seclusion, re- 
straint and sedatives in the treatment of disturbed 
behavior. Penicillin and other preparations are 
being utilized early in the treatment of venereal in- 
fections; consequently, general paresis is almost 
extinct. Fever therapy and malaria treatment are 
not even mentioned. 

The chapters devoted to the legal aspects of psy- 
chiatric nursing and the historical background are 
timely and provide a focus of interest of value to 
all nurses. 

The fifth edition of this textbook should insure 
its continuance in the favored position it has held in 
nursing education since it first appeared 30 years 
ago. 

Mary E. Corcoran, 
Brooklyn, N. Y. 


A Mentat HeattH Hanpsoox. By Jan Skottowe. 
(Baltimore: Williams & Wilkins Co., 1957, 
PP. 196. $5.50.) 


This is an English book intended principally for 
an English audience, medical and lay, but its quality 
renders it of universal value and applicability. 
Writing with consummate skill and clarity Dr. 
Skottowe, with what appears to be effortless ease, 
gives an admirably succinct account of the prob- 
lems of mental health and the approach to their 
prevention and cure. In the course of so doing he 
offers definitions of basic psychological and psy- 
chiatric concepts which are models of clarity, but 
rather surprisingly falls for the physical anthro- 
pometric correlation of physique and temperament. 
Certainly spurious correlations have been estab- 
lished between physique and temperament, but the 
consensus of expert opinion is that whatever our 
hunches may be such correlations do not, on the 
whole, withstand critical examination. With this 
one reservation, Dr. Skottowe’s book may be unre- 
servedly recommended as an elementary handbook 
to all who are interested in mental health. 

AsHLEey Monrtacu, Px.D., 
Princeton, N. J. 


AN INTRODUCTION TO SociAL ANTHROPOLOGY. By 
Ralph Piddington. (New York: Macmillan, 
1957, $9.50.) 


These two volumes represent an elementary text- 
book introduction to social anthropology, calcu- 
lated to meet the requirements of the college stu- 
dent, the general reader, missionaries, in short, 
whosoever wishes to acquire a thorough grounding 
in social anthropology. The whole field of social 
anthropology is covered, and as a consequence of 
Professor Piddington’s many years of teaching the 
subject, he knows exactly at what level to write 
and precisely how to write it. He takes the reader 
on a tour of the non-literate peoples of the world, 
and as an informed Cicerone, he gradually initiates 
those who accompany him into a deeper under- 
standing of the manner in which other peoples 
think, live, and work. 

This is a really rather unusual introduction to 
social anthropology, for it covers a great deal that 
is often omitted in such works, and deals with a 
good many subjects usually not mentioned at all, 
such as the author’s account of his own field-work 
in order to give the reader some idea of the manner 
in which the anthropologist actually goes about 
his tasks in the field. The author’s rigor as a 
scientist is accompanied by a most attractive quality 
of humanity, and there are places in this volume 
that are very moving. In his study of man Pro- 
fessor Piddington has not forgotten people. The 
student who encounters these two volumes in his 
study of anthropology will indeed be fortunate. 

Professor Piddington’s acute observations on psy- 
chological processes and the conditions of mental 
health among non-literate peoples as compared 
with civilized people are illuminating and worthy 
of the closest attention. These two volumes are 
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most ‘highly recommended as constituting one of 
the best introductions to social anthropology avail- 
able. 
AsHiey Monracu, Pu. D., 
Princeton, N. J. 


BeHavion MECHANISMS IN MonxKeys. By Heinrich 
Kliiver. (Chicago: University of Chicago 
Press, 1957, pp. 387. $7.50.) 


With a new preface this is the second impression 
of a book first published in 1933 and long since out 
of print. The methods introduced by Professor 
Kliiver for the study of behavior in non-human pri- 
mates have been widely adopted by other investiga- 
tors. Professor Kliiver provides the references to 
his later studies in which the newer methods he has 
developed are set out at some length. The conclu- 
sions the author arrived at in 1933 have now been 
abundantly supported by other workers, and it is 
something of an indication of the merit of the book 
to say that it will long continue to be a stimulat- 
ing source for thinkers and investigators in the 
behavioral sciences for new and original ideas. It 
is good to have the book back in print. 

Asuizy Montacu, Px.D., 
Princeton, N. J. 


Tue Cup aNnp THE Outsme Wort. By D. W. 
Winnicott. Edited by Janet Hardenberg, M. B. 
(New York: Basic Books, Inc., 1957, pp. 190. 
$4.00.) 


This book, which is made up of a number of 
writings collected together over a period of years, 
deals with various aspects of the psychological care 
and understanding of o!der children as they relate 
to society in general. The author, a pediatrician 
and psychoanalyst, has prepared this book as a 
companion volume to The Child and the Family, a 
similar collection of talks to parents about their 
young children in the setting of the normal home. 
The present work, said to be addressed primarily 
to “teachers, case workers, and interested parents,” 
would appear rather heavily laden with psycho- 
analytic theory, which may serve to confuse the 
reader who is unfamiliar with such theory, or who 
may be oriented in a different way. 

The book is divided into 3 sections: The Care 
of Growing Children; Children Under Stress; and 
Reflections on Impulse in Children. 

In the first section, the author outlines the emo- 
tional growth and development from a theoretical 
standpoint, and discusses the dynamic interplay of 
the roles of parents, siblings, relatives, and nursery 
school personnel. The observation that elementary 
schools could usefully function in the finding and 
treatment of emotionally disturbed children is one 
that is currently receiving a good deal of attention. 
Shyness, overactivity, fears, and other symptoms 
are pointed out as signals and their significance is 
discussed. The enlightened teacher is in this way 
stimulated to become an auxiliary agent to those 
concerned with the psychological care of children. 
Sex education in schools is discussed and the 
teacher is oriented in the management of this im- 
portant matter. 


The final chapters of this section are concerned 
with the complex business of adoptions, the ad- 
vantages and disadvantages of agency arrange- 
ments, and the legal and psychological aspects, with 
illustrative case material. 

The second section is of considerable historic in- 
terest. The author retells the story of the evacua- 
tion of children from London during the Nazi 
bombings and, as a consequence of this, of the 
difficulties in adjustment required on the parts of 
parents, children, and “foster parents.” A certain 
number of children failed to adjust to their billets, 
and became emotionally ill, or resorted to anti- 
social behavior. Investigation revealed that such 
children almost invariably came from homes in 
which parents or siblings were emotionally ill, or 
homes which failed to provide an environment con- 
ducive to emotional health prior to the evacuation. 
These children, who could not adjust, were seen 
as emotionally deprived, or ill, and in need of pro- 
longed care. Public sentiment had been aroused to 
the extent that funds were raised to finance treat- 
ment. In this way the “hostel scheme” of residen- 
tial care was begun. The author, who played an 
important part in the overall planning of the pro- 
gram, traces its evolution in a very interesting way. 
A detailed account is given of the organization and 
administration of the hostel, the training and char- 
acteristics of personnel, the problems of children 
before and during residence, and the outcome of 
treatment. The idea is set forth that this type of 
residential care be continued during peacetime 
for children referred to child guidance clinics and 
thought to require residential treatment. In this 
plan the psychiatrist would function in both the 
clinic and the hostel, and thus could serve as a con- 
necting link between the family and the institution. 
The peacetime hostel is suggested as a preventive 
measure against juvenile delinquency. 

In the third section the author enlarges a num- 
ber of the ideas introduced in the first section. Psy- 
choanalytical theory is equated with psychology in 
general and seems to be presented as the whole of 
the scientific “study of human nature.” With this 
orientation, the topics of breast feeding, theory and 
function of play, various aspects of sexuality, ag- 
gression, and stealing are discussed. In the final 
chapter, “Some Psychological Aspects of Juvenile 
Delinquency,” the author sets forth the theoretical 
concepts developed as a result of the wartime hos- 
tels experience. Delinquency is related to depriva- 
tion of home life. “Everything that takes people to 
the courts (or to the asylums for that matter) has 
its equivalent in infancy and early childhood, in the 
relation of the child to his own home. If the home 
can stand up to all the child can do to disrupt it, 
he settles down to play; but business first, the tests 
must be made... .” The stable home helps the 
child to control and hence not fear his own impulses. 
This permits him to progress emotionally. If, on 
the other hand, his home fails, the child seeks se- 
curity in the homes of relatives or schools, or, lack- 
ing stability there, in anti-social behavior in which 
he looks to society for help in controlling his own 
impulses. The author, in closing, briefly reiterates 
the value of residential care and cites the relative 
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unavailability and ineffectiveness of conventional 
psychotherapy in coping with the problems of de- 


linquency. 
Leonarp I. Lesser, M.D., 
The Johns Hopkins Hospital, 
Baltimore, Md. 


UNpeRsTANDING Your Patient. Edited by Samuel 
Liebman, M.D. (New York: J. B. Lippin- 
cott Company, 1957, pp. 170. $5.00.) 


Recent studies indicate that about 80% of medical 
consultation cases are related to significant psycho- 
logical factors in their genesis. Expanding medical 
knowledge further dictates that a diagnosis of emo- 
tional illness can no longer be excluded or ignored 
as part of the physiological examination. Thus, it 
is incumbent upon the medical practitioner to 
broaden his professional horizons. This volume 
is the third of a series targeted at aiding the 
medical practitioner toward a better understand- 
ing of his patients. It is based on the Seventh 
Annual Lecture Series of the North Shore Hospi- 
tal in Winnetka, Illinois. The title of this series 
was “The Medical Practitioner’s Contribution To- 
ward Healthy Emotional Development—The Physi- 
cian as a Counselor.” 

Eight M.D.s and two Ph. D.s attempt to offer 
suggestions regarding the following: the diagnosis 
of emotional problems in a positive manner, what 
should be emphasized during an examination to fa- 
cilitate the extraction of diagnostic information ; 
the reconciling of the anxious person with necessary 
medical and surgical care; the GP and his role in 
the emotional health aspect of his patient; the in- 
teraction between the GP and the psychiatrist. Also 
included is vital data relating to the school-age 
child, the teenager, adult life, premarital counsel- 
ing, marriage counseling and problems concerning 
grand-parents. 

So eager are the efforts of the people responsi- 
ble for this book in the direction of mental health 
promotion that the authors and the Board of Direc- 
tors of the North Shore Hospital have assigned all 
royalties accruing from the sales to the American 
Psychiatric Association. This book should well 
serve in extending the medical practitioner’s serv- 
ices to a great number of maladjusted but not 
necessarily disturbed patients. 

ArtHur Lerner, Pa. D., 
Psychology Department, 
Los Angeles City College. 


Tue Screntiric Stupy or Soci, Benavior. By 
Michael Argyle. (New York: Philosophical 
Library, Inc., 1957, pp. 239. $6.00.) 


This is a timely account of pertinent psychologi- 
cal research about human social behaviour. It is 
evident that the author has avoided the pointing-up 
of any one particular theory. He concentrates in- 
stead on established empirical findings. Thus, the 
results of several hundred studies are summarized 
and compared. Emerging principal generalizations 
are carefully observed. The author takes great 
pains in stressing the importance of exacting scien- 
tific methods of research. 

Although this book is not designed as a “text- 


book of social psychology” there is much pertinent 
material in this area. There are chapters on inter- 
action between pairs of people, behaviour in small 
social groups, and human relations in industry. 

This offering should be of great value to be- 
havioural scientists as well as to industrialists and 
administrators. 

ArtHur Lerner, Pu. D., 


epartment, 
Los Angeles City College. 


AN INTRODUCTION TO PsycHOPATHOLOGY. By D. Rus- 
sell Davis. (New York: Oxford University 
Press, 1957, pp. 388. $7.50.) 


This book, consisting of expansions and revisions 
of the author’s lectures in psychopathology, is con- 
fusing. Its purpose is, as stated in the preface, to 
“build a bridge between the psychiatric clinic and 
the psychological laboratory” and there is a refer- 
ence to the analogy between psychology and psycho- 
pathology on the one side and physiology and pa- 
thology on the other. It would, from these begin- 
nings, be reasonable to expect material dealing with 
correlates between psychophysiological findings and 
the clinical syndromes which are the primary con- 
cern of the psychiatric clinic. 

Some of this is indeed present, but much of the 
first part of the book seems designed to differen- 
tiate the psychopathologist from the psychothera- 
pist, the psychoanalyst, the psychiatrist and the psy- 
chologist. It is not clear why this differentiation is 
necessary ; in the vernacular, what’s the fighi about? 

Undoubtedly the historical material and the dis- 
cussions of etiology, ecology, family constellations, 
experimental neurosis and psychotherapy— to select 
titles from the chapter headings—would be useful 
for students in general psychology who wish some 
clinical orientation. For clinicians and researchers 
in clinical psychology, however, the book would 
have very limited value and might, in some in- 
stances, be misleading. For example, while it is true 
that the term psychotherapy is “used loosely and 
with various meanings,” the statement that it refers 
“in particular, to the interview methods of educa- 
tion and re-education” would require considerable 
amplification and explanation. In another instance, 
a case-report example of the fact that “the patient 
may need further help after the sources of his symp- 
toms have been revealed” consists of a description 
of a man with an anxiety state. Narcosis allowed 
him to recall that he had extra-maritally contracted 
syphilis, but his anxiety did not disappear until 
serological tests revealed that neither his wife nor 
his son was infected and he himself had started anti- 
luetic treatment. No one would quarrel with the 
general principles indicated, but the placement of 
this case report, under a subtitle “The disadvan- 
tages” (of psychoanalysis), makes the conclusion 
ambiguous. 

In summary, this volume offers little which is 
not available in standard textbooks in psychiatry, 
and this little is further obfuscated by what seems 
to be an uncertainty of purpose. 

C. H. Harpin Brancn, M.D., 
College of Medicine, 
University of Utah. 
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4:40 P.M., MONDAY. SpaRINE |I.V. 5:00 P.M., MONDAY. Calmer, less hostile. Responds 
cooperatively to questions. 


7:30 A.M., TUESDAY. Refreshed but some agitation remains. SPARINE I.V. 
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11:10 A.M., TUESDAY. Relaxed, nonhallucinating, alert. SPARINE orally for maintenance. 
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acute episode controlled... patient accessible 


The effect of SPARINE in subduing manic excitement is often 
visible in minutes. With the arrest of agitation, the patient 
becomes calm, nonbelligerent, and accessible to definitive 
psychiatric treatment. 


SPARINE gives prompt control by intravenous injection and effective main- 
tenance by the intramuscular or oral route. It is well tolerated in all three 
methods of administration. 


Comprehensive literature supplied on request 


HYDROCHLORIDE Promazine Hydrochioride, Wyeth 
INJECTION 

TABLETS 

SYRUP 


EQUANIL® 
Meprobamate, Wyeth 


PHENERGAN® HCi 
Promethazine HCI, Wyeth 


SPARINE HCI 
Promazine HCl, Wyeth 
A Wyeth normotropic 
drug for nearly every 
patient under stress 
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Weight loss could improve her mental outlook 


You will find ‘Dexedrine’ Spansule sustained release capsules 
facilitate weight reduction by providing daylong control of appetite. 
Improvement in mental outlook almost always follows. 


For example, Settel' reports: 

“Fifteen of 16 patients (94 per cent) reported excellent appetite 
control. ... The resulting improvement in appearance and figure 
[following weight reduction] bolstered morale and raised the 
level of interpersonal relations.” 


Dexedrine* Spansulet capsules are available in three strengths: 
5 mg., 10 mg. and 15 mg. 


Smith Kline & French Laboratories, Philadelphia 


1. Internat. Rec. Med. /70:505 (Sept.) 1957 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.P. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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linically confirmed 


“‘Deprol* 


documented 
case histories!? 


CONFIRMED EFFICACY 


Deprol 

® acts promptly to control depression 
without stimulation 

> restores natural sleep and reduces 
depressive rumination and crying 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 
> does not adversely affect blood pressure 
or sexual function 


> no excessive elation ; no liver toxicity 


Deprol is unlike central nervous stimulants 
> does not cause insomnia or depress appetite 
no amphetamine-like jitteriness ; 


no depression-producing aftereffects 
this dose may be grad- 
ually increased up to 

1. Alexander, L.: Chemotherapy of depression—Use of meprobamate 8 tablets q.id. 
combined with benactyzine (2-diethylaminoethy! benzilate) Composition: Each 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. tablet contains 400 


2. Current personal communications; in the files of Wallace Laboratories. ™&-meprobamate and 
1 mg. 2-diethylamino- 
ethyl! benzilate hydro- 


Literature and samples on request chloride (benactyzine 


HCl). 


Supplied: Bottles of 
LABORATORIES, New Brunewick, N. J. 50 scored tablets 


Treave-mank 60-7470 
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perphenazine 


* provides emotional control and social recovery when anxiety, agitation or psychomotor 
excitement prevail i 
* keeps patients alert— promotes active cooperation instead of drowsy, passive obedience r 


* reduces supervisory problems in wards, mess halls and recreation rooms 


offers highest milligram activity of all phenothiazines 
causes no agranulocytosis, significant hypotension or skin rashes and little or no jaundice 


TRILAFON® REPETABS®—8 mg. (4 mg. in outer layer for prompt effect and 4 mg. in inner core 
for prolonged action), bottles of 30 and 100. 

% ‘TRILAFON Injection—5 mg., ampul of 1 cc., boxes of 6 and 100. 
For complete information regarding indications, dosage, side effects, precautions and 


contraindications consult Schering literature. G 7 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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TRILAFON Tablets—8 mg., bottles of 50 and 500; 16 mg., bottles of 500. | Ca 
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CHEMICALLY IMPROVED _ beneficial proper- 
ties potentiated . . . unwanted effects reduced, 
through modification of the phenothiazine struc- 
ture 


PHARMACOLOGICALLY IMPROVED _ ep. 
hanced potency with far less sedative effect 


CLINICALLY IMPROVED _ does not oversedate 
the patient into sleepiness, apathy, lethargy... 
active and rapid in controlling manic excitement, 
psychotic agitation and panic, delusions and hal- 
lucinations, hostility, and intractable behavior... 
drug-induced agitation minimal 


IN EXTENSIVE CLINICAL EXPERIENCE — 
SINGULARLY FREE FROM TOXICITY 


IN SCHIZOPHRENIA/ MANIC STATES/ PSYCHOSES ASSOCIATED 
WITH ORGANIC BRAIN DISEASE 


effects smooth and rapid control of psychotic symp- 
toms ————> facilitates insight ~~» permits 
early introduction of psychotherapy ————~ im- 
proves patient-personnel relationship ~~ hastens 
social rehabilitation 


Squibb Triflupromazine Hydrochloride 
the new, improved agent for better 
management of the psychotic patient... 
with greater freedom from toxicity 


DOSAGE: 
Oral route—usual initial dosage, 25 mg., t.i.d. Adjust 
dosage according to patient response. (Observe caution 
in giving daily oral doses in excess of 300 mg.) 
Intramuscular route—suggested dosage, 20 mg., t.i.d. (Ob- 
2 serve caution in exceeding daily intramuscular doses of 
150 mg.) 
(See package insert for additional information) 
Oral Tablets: 10 mg., 25 mg., 50 mg. press-coated tablets 
in bottles of 50 and 500 
Parenteral Solution: 1 ce. ampuls (20 mg./cc.) 


fa * a, 
(se) 


} 


Squibb Quality— 


*VESPRIN® IS A SQUIBB TRADEMARK SQUIBB The Priceless Ingredient 
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this discharged mental This man was fortunate in finding 


a good job after his discharge from 
the hospital. The job keeps him busy, 
however, and he often forgets his 
mid-day maintenance medication. 

His neglect may cause a relapse. 


patient may suffer a 


rel apse Kris! reports that the sustained, 

. 10- to 12-hour therapeutic effect of 
one oral dose of ‘Thorazine’ Spansule 
capsule medication “‘. . . enables the 
patient to omit the inconvenience 

of the mid-day dose and also insures 
a more even distribution of the 

effect of [“Thorazine’].” 


One ‘Thorazine’ Spansule capsule 
taken on arising provides all-day 
protection against the breakthrough 
of symptoms and eliminates the 
“forgotten dose’? which may impede 
the patient’s readjustment. 


Thorazine* 


chlorpromazine, S.K.F. 


Spansule* 


sustained release capsules, S.K.F. 


30 mg. 75 mg. 150 mg. 200 mg. 300 mg. 
Smith Kline & French Laboratories, Philadelphia 


1. Kris, E.B.: Simplifying Chlorpromazine Maintenance 
Therapy, Am. J. Psychiat. 114:836 (March) 1958. 


*T.M. Reg. U.S. Pat. Off. 
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HELP US KEEP 
| THE THINGS 
WORTH KEEPING 


All is calm, all is bright. 
In America we are free to 
worship as we please, 
where we please. And we 
worship in peace. 


But like so many pre- 
cious things, peace doesn’t 
come easy. Peace costs 
money. 


Money for strength to 
keep the peace. Money 
for science and education 
to help make peace last- 
ing. And money saved by 
individuals. 

Your Savings Bonds, 
as a direct investment in 
your country, make youa 
Partner in strengthening 
America’s Peace Power. 


The Bonds you buy will 
earn money for you. But 
the most important thing 
they earn is peace. They 
help us keep the things 
worth keeping. 


Think it over. Are you 
buying as many Bonds as 
you might? 


HELP STRENGTHEN AMERICA’S PEACE POWER 


BUY U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertising. The Treasury Department thanks, % 
for their patriotic donation, The Advertising Council and this magazine. , : 
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He turns milligrams 
into medicines 


Judson Hoover, pharmaceutical chemist and germinator 
of ideas, works where two worlds meet. His task, with his 
fellow-scientists in Pharmaceutical Product Development 
at Wyeth, is to find ways to convert the discoveries of 
research into useful quantity drugs for medical practice. 


Since 1932, Judson Hoover has worked out the dose 
forms and processing techniques of many a compound 
that has become a standby in medicine. He starts with a 
laboratory formula in milligrams. 


To extend this formula to prescription use, Hoover plots 
(and often modifies) its reaction characteristics. He gives 
it stability under trying conditions of pressure, light, 
temperature, humidity, and physiology. He solves 
problems of incompatibility. He determines what dose 
forms are possible, and develops them. Where gastro- 
intestinal absorption is a factor, he provides answers. 
Frequently, to oral preparations, he adds color and 
flavor to overcome difficulties of patient acceptance. 


When all this and more is done, Mr. Hoover standardizes 
the ingredients and specifies the directions for manu- 
facture. He chooses the process and the equipment. 

Here again, he readily innovates. A new development 

in tableting machines owes much to his ingenuity. 
Producing multilayered tablets, it permits the pressing of 
incompatible substances without degradation. 


Like many other scientists at Wyeth, Judson Hoover is 
credited for ideas that have become an anonymous part 
of medical practice. These unsung contributions are fixed 
elements in the relationship between Wyeth and clinicians 
throughout the world. 


Wyeth 


Philadelphia 1, Pa. 
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Challenging .. . provocative ...——, 


A SKEPTICAL 
PSYCHOANALYST 


KENNETH MARK COLBY, M.D., 
San Francisco Psychoanalytic Institute 


NEW. Here is a book full of wit and wis- 
dom for all interested in thoughtful inquir- 
ies into the underlying concepts of psycho- 
analysis. Reflecting throughout the healthy 
skepticism that requires and seeks further 
information, this stimulating new book pre- 
sents a wide and original range of thought 
in many forms—from clinical and statisti- 
cal studies to essayistic satire. 


With varying degrees of gravity, Dr. 
Colby carefully examines a rich variety of 
topics. He discusses self-analysis as a means 
of modifying the unconscious attitudes 
which interfere with work of analyzing, 
and considers the justification of causal cor- 
relations in clinical interpretations through 
the patient’s confirmatory self-observations. 
Fresh insight is provided into the definition 
of the masculinity-femininity problem. An 
entire chapter is devoted to advice to the 
young psychoanalyst. $3.75 


ENERGY and STRUCTURE 
in PSYCHOANALYSIS 


Also by KENNETH MARK COLBY 


Exploring basic psychoanalytic theory, this 
hook examines the development of the con- 
cepts of psychic energy and structure. Dem- 
onstrates their usefulness and their limita- 
tions in approaching theoretical problems. 
Dr. Colby introduces a new construct of 
psychic energy and a new cyclic-circular 
model of psychic structure. /4 ills. $5 


The CARICATURE of LOVE 


HERVEY CLECKLEY, M.D., Medical Col- 
lege of Georgia and University Hospital 


A discussion of social, psychiatric, and 
literary manifestations of pathologic sex- 
uality. The author critically examines ac- 
cepted psychiatric and psychological con- 
cepts which he considers unproved and 
harmful when used in modern literature 
to support the belief that sexual disorder 

especially homosexuality—is natural. Ex- 
amples from literature are compared with 
case histories of Dr. Cleckley’s own pa- 
tients. 


Order your books from— 


THE RONALD PRESS COMPANY 
15 E. 26th St., New York 10 


Significant books on 
Mental Health from 


P. J. KENEDY & SONS 


PSYCHOPATHIC PERSONALITY 
AND NEUROSIS 


By A. A. A. TERRUWE, M. D. Translated by 
Conrap Baars, M. D., edited by Jorpan Au- 
MANN, O.P. In a guide to priests and other 
clergymen that has aroused considerable con- 
troversy in Europe, a practicing psychiatrist 
uses Aristotelian-Thomistic principles to ana- 
lyze the differing forms of mental illness, and 
their treatment. $3.50 


PASTORAL PSYCHOLOGY 
IN PRACTICE 


By WILLIBALD DEMAL, O.S.B. Translated by 

Joacuim Werner Conway. Spiritual help for 

mental health. A systematic handbook on the 

aims and methods of pastoral psychology for 

the educator and pastor. $4.50 
Now at your bookstore 

P. J. KENEDY & SONS 


Planning 


Maybe like efficiency, planning 
is an overworked word but not 
an overworked idea. 


But here at The Dartmouth 
Printing Company, our System 
demands Planning — it forces 
us to keep under control. 


And so the Editors and Pro- 
duction Men of the publica- 
tions we print for are happy 
because their schedules | are 
maintained. 


Planning is more than an idea 
with us. 


Dartmouth Printing Company 
Specialists in Trade Journal Printing 
Hanover, New Hampshire 


We are proud to be Printers of the 
AMERICAN JOURNAL OF PSYCHIATRY 
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For Children with Emotional 
or School Problems 


FOR EXCEPTIONAL CHILDREN 
DAY or BOARDING SCHOOL 
Four generations specializing in emotional, 

academic, Overactive personality, occupational 

and speech problems. 

Child Guidance—Consultation Free. 
Psychological Training Center. 
Cooperation with personal psychiatrist, 
psychologist, physician. 
EXCELLENT RESULTS 
Arthur Weider, Ph.D., Psychologist 
School in Session 12 Months 


ENROLLMENT THROUGHOUT 
THE YEAR 


22 BUCKINGHAM ROAD, 
BROOKLYN, N. Y. 


(Prospect Park) ® BU 4-7400 


Also WATERFORD COUNTRY 
BOARDING SCHOOL, 
FARM and CAMP 
Quaker Hill, Waterford, Connecticut 


Academic, vocational, occupational, 
farming, homemaking 


Division for slow children—all ages 


THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, operated since 1940, has facilities 
for the residential treatment of emotionally disturbed 
children and the training and education of exceptional 
children of all ages. Specialists on our staff in psychiatry 
psychology, medicine, social work, speech pathology, and 
special education assure a well-rounded approach to the 
problems of the exceptional child. With seven different 
units, located in Austin and San Marcos, Texas, it is pos- 
sible for each child to be placed in the group best suited 
to his age, ability, development and social adjustment. Each 
student’s program is fitted to his individual needs and abili- 
ties and includes the regular academic subjects as well as 
electives and vocational training where indicated. Classes 
are held on the grounds but use is also made of the local 
public schools. The children enjoy a full social and recrea- 
tional schedule with weekly parties, off-campus trips, and 
participation in regular Boy Scout and Girl Scout work. 
During the summer there is continued academic training 
given when indicated, combined with a camp recreational 
program. A friendly, informal atmosphere characterizes the 
student’s life at school and each child is given individual 
attention and guidance to help him achieve a happy and 
useful life. 


FOR INFORMATION WRITE 


Nova Lee Dearing, Registrar 
Post Office Box 4008, Austin, Texas 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 


70 miles from New York City. 


rances M. King, formerly Director of the Seguin School 


Directors / Catherine Allen Brett, M.A. 


References 
Telephone Dingmans Ferry 8138 


IMPORTANT 


We Are Desirous of Obtaining Copies 
of the January 1958 Issue 


We will pay $1.00 per issue plus postage costs 


SEND TO: 
AUSTIN M. DAVIES, BUS. MGR. 
AMERICAN JOURNAL OF PSYCHIATRY 


1270 Ave. of The Americas, Rm. 310 
New York 20, New York 
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The Menninger Clinic 
CHILD PSYCHIATRY SERVICE 
ROBERT E. Switzer, M.D., Director 


Outpatient consultation, evaluation, and treat- 
ment for infants and children to 18 years. 


Residential treatment for elementary grade 
children with emotional and behavior problems. 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A private hospital devoted to active treatment, analytically-oriented 
psychotherapy, and the various somatic therapies. 


HALL-BROOKE, Greens Farms, Box 31, Conn. 


Tel.: Westport CApital 7-1251 
George S. Hughes, M.D. 
Leo H. Berman, M.D. 
Albert M. Moss, M.D. 
Louis J. Micheels, M.D. 


Robert Isenman, M.D. 
John D. Marshall, Jr., M.D. 
Peter P. Barbara, Ph.D. 


Founded in 1904 


HIGHLAND HOsPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 
The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional for and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 


N D. PATTON, M.D. 
Clinical Director 
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JOSIAH MACY, JR. FOUNDATION 


Announces the publication of 


THE CENTRAL NERVOUS SYSTEM AND BEHAVIOR 
Transactions of the First Conference 
: Edited by Mary A. B. Brazier, Neurophysiological Laboratory 


Published in cooperation with The National Science Foundation, the Trans- 
actions of the Fst in an exciting new series of conferences present a 
profusely illustrated historical review of the nineteenth century background 
of Russian neurophysiologists, beginning with Sechenov and continuing with 
a survey of the researches of Danilevsky, Wedensky, Ukhtomsky, Pavlov, and 
Bechterev, and concluding with a summation of post-Pavlovian develop- 
ments in conditional reflexes. The second section of the volume is devoted to 
material on brain stimulation and conditional reflexes, electroencephalo- 
graphic studies of conditioned learning, and electrical correlates of con- 
ditioned learning. 


426 pages, 168 illustrations, | table, bibliography, index... sss $5.25 


JOSIAH MACY, JR. FOUNDATION PUBLICATIONS 
16 West 46th Street, New York 36, New York 


Please make checks payable to Josiah Macy, Jr. Foundation 


A complete catalog of transactions in print will be sent on request 


FOR THE MENTALLY RETARDED CHILD 


SIX COMPREHENSIVE PROGRAMS 


“9 Observation and Custodial Care 

Education and Training Psychiatric Treatment 


© Residential Supervision Center 


WHS Established 1888, The Training School at Vineland provides care 

Y jn and treatment for boys and girls 2 years or older with mental 
1 potential of 6 years. Complete professional staff. Electroencepha- 

— ~ lographic and neurological exams, individual psychiatric, psy- 


chological, physiological, and speech observations and therapies. 


The educational program aims at maximum development of each 
child. Training includes self-care; group living; formal classroom 
education; development of practical habits, attitudes and work 
skills. 


Children live in homelike cottages on 1600-acre estate. Hospital, 
school, chapel, lake, swimming pools, working farm. 


Research Laboratory famed for continuous study of causes, pre 
For information write: Box N, vention and treatment of mental retardation. 


THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 
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A private psychiatric hospital em- Staff | PAUL V. ANDERSON, M.D.. President 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D., Medical Director 
ment procedures—electro shock, in- 
sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


WAUWATOSA, WISCONSIN 


Maintaining the highest standards 
since 1884, the Milwaukee Sanitar- 
ium Foundation continues to stand 
for all that is best in the physiolog‘- 
cal and psychotherapeutic treatment 
of neuropsychiatric disorders. Liter- 
ature sent on request. 


CarRROLL W. Oscoop, M.D. 
Medical Director 


BENJAMIN A. RusKIN, M.D. 
Asso. Medical Director 


WILLIAM T. KRADWELL, M. D. 
Lewis DANzIGeER, 
James A. ALSTON, M.D. 
Epwarp Cari SCHMIDT, M.D. 
WILLIAM L. Lorton, M.D. 
DonaLp G. Ives, 
Isaac J. Sarratty, 
PaTRICIA JoRDAN, M. D. 
Epwarp A. Birce, M.D. 


WaLtpo W. Buss, Executive Director 


COLONIAL HALL—One of the 17 
units in “Cottage Plan” 
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e¢@ Modern Treatment Facilities @ Psychotherapy Em- 

phasized @ Large Trained Staff @ Individual Attention 

@ Capacity Limited @ Occupational and Hobby 

M.— Therapy @ Supervised Sports @ Religious Services 
Plus... 


Your patients spend many hours daily in healthful out- 


7 door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... al! on 
Florida’s Sunny West Coast . 


Rates Include All Services and Accommodations 


Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, M.D 
EMOTIONAL READJUSTMENT Medics! Disco) H. WELLBORN, JR., M.D. 


PETER J. SPOTO, M.D. ZACK RUSS, JR., M.D. 
ARTURO G. GONZALEZ, M.D. 


TARPON SPRINGS * FLORIDA Consultants in Psychiatry 

ON THE GULF OF MEXICO SAMUEL G. M.D 


Phone: Victor 2-1811 


A Modern 
Psychiatric 
Institution 

in Montreal, 
Canada 


A non-profit voluntary institution, for the study, care and treatment 
of emotional, mental, personality and habit disorders. 


On a foundation of dynamic psychotherapy, all other therapies are 
used as indicated. 


Picturesque setting, large grounds, full program of healthful indoor 
and outdoor activities. 


Brochure and 
rates sent 


dequate supervisic » tred ‘ rapeutic ted 
on request. Adequate supervision of the treatment program and therapeutic team 


by the psychiatrist in chief. 
Founded In 1919 j | 
ALBERT PREVOST 
6555 Gouin Bivd. West, Montreal, P.Q., Phone RI 4-6481 i | 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GeorGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. JAMES Brapy, M. D., Medical Director 
C. F. Rick, Superintendent 


FRANCIS A. O'DONNELL, M. D. RicHARD L. ConpE, M.D. 
Rosert W. Davis, M.D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 


HEmlock 4-0200 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 


and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment . . . . Serving the Los Angeles Area 


G. CRESWELL Burns, M.D. HELEN Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OscAR ROZETT, M. D., THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 
CENTRAL VALLEY, N. Y. 


TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 

A private hospital devoted to the individual care of psychiatric patients 

Falkirk provides a twenty-four hour admission service for acute psychiatric problems. Out- 
patient facilities are available for suitable cases. A continued treatment service is maintained. 

Members of the medical profession are invited to visit the hospital and inspect the available 
services. 

Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 


T. W. NEUMANN, SR., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 
Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wo re, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses 


Telephone: OLive 1-9441 
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Phone: WINDSOR HOSPITAL Established 


CHestnut 7-7346 A Non Profit Corporation 1898 
CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JoHN H. Nicuots, M. D. G. PauLine WELLs, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file erdered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, Room 310 Date 
New York 20, New York 
Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume ....... Number 


NAME 


ADDRESS 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1958 issue. 
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clinigaily proved In alcoholism 


brand disaifide ) 


reports: 
* therapy constitutes a major 
advantem treatrment.”* 


“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 
*Feldman, D. J.: Ann. Int. Med. 44:78 (Jan.) 1956. 


... a “chemical fence” for the alcoholic 


A brochure giviny fall @etails of therapy will be sent to physicians upon 
request. 


“ANT ABUSE” is supplied in 0.5 Gm, tablets (scored), bottles of 50 an: 1,000. 


AYERST LABGEATORIES - New York, N. ¥. * Montreal, Canada 
5654 
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CALIPORNIA....... PENNSYLVANIA 


EACH TO HIS OWN 


Slow-learning children and those with emotional disturbances 
must foilow their individual paths of development if they are to 
attain their fullest potential. 


The Devereux Schools and communities are organized to pro- 
vide highly individualized curricula for boys and girls from kinder- 
garten through junior college. 


The children are grouped in a number of self-sufficient resi- 
dential units, each of which maintains its own homelike atmosphere. 


Through this program the children benefit from the individual- 
ized attention that the .unit staff can give them on a day-to-day 
basis, while receiving the advantages made possible by Devereux’s 
extensive central professional staff. 


Professional inquiries should be addressed to Charles J. 
Fowler, Registrar, Devereux Schools, Devon, Pennsyl- 
vania; western residents address Keith A. Seaton, Regis- 
trar, Devereux Schools in California, Santa Barbara, 
California. 


SCHOOLS 
COMMUNITIES 
CAMPS 
TRAINING 
RESEARCH 


THE DEVEREUX FOUNDATION 
A nonprofit organization Founded 1912 
Santa Barbara, California Devon, Pennsylvania 


HELENA T. DEVEREUX Protessicnol 

Administrative Consultant Associate Directors 
Charles M. Campbell, M.D. 
Michael B. Dunn, Ph.D. 


JOHN M. BARCLAY Pred E. Henry, $.T.D. 
Director of Development ]. Clifford Scott, M.D. 


EDWARD L. FRENCH, Pb.D. 
Director 
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